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Abstract 
The six research papers and journal articles that form this submission all focus on the 
nature of and response to young people and young adults who have experienced 
relationship violence and non-partner sexual violence in New York City (NYC).  
These six empirical papers are based on three primary research studies in which I 
was the Principal Investigator spanning four years of research work: 
• A quantitative study of 1,312 young people in NYC high schools, 
• A survey of 65 survivors of sexual violence about their experiences with services 
(hospital, counselling, police and criminal justice) in NYC, and 
• A comprehensive survey of 39 emergency departments in NYC about acute care 
provision for sexual assault patients. 
 
These studies are innovative in that all three are ‘firsts’ in the field of violence 
prevention and response:  
‘Partners and Peers’ was the first study of its kind to explore the prevalence of sexual 
and dating violence in NYC amongst high school students.  This study found that 
16.2% or more than 1 in 6 students surveyed reported experiencing sexual violence 
at some point in their lives. Of these youth, 10.1% reported experiencing non-partner 
sexual violence (sexual abuse or forced sex), and 14.1% reported experiencing 
sexual violence from a dating partner. The survey was available in both Spanish and 
English (both versions translated and back-translated).  Passive parental consent and 
student assent were obtained with parental consent letters available in English, 
Spanish and Chinese.  Three ethical review boards, including the NYC Department 
of Education, approved this study. 
 
‘A Room of Our Own’ was the first study to explore from survivors’ own 
perspectives their satisfaction with the care and support they received post-assault in 
NYC with the majority of respondents having experienced a sexual assault under the 
age of 25 (study was approved by eight Ethics Review Boards), and 
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‘How Safe is NYC’ was the first study to comprehensively map protocols, 
procedures and services offered across Emergency Departments in NYC including 
how adolescent patients are treated. 
 
All three of these studies garnering significant media coverage which appeared in the 
New York Sun, The Washington Post, the New York Post, The New York Daily 
News, El Diario and on CBS news (TV) and WBAI radio.  
 
Three of the six submitted publications have already been ranked internally as part of 
the Moray House School of Education’s REF submission (my 4th REF submission 
was another journal article on a different area of child protection) and they have all 
been recognised as internationally excellent in terms of originality, significance and 
rigour. 
 
This body of work has had and continues to have significant implications for practice 
as highlighted in this thesis. The study of survivors’ perspectives and acute care 
responses in emergency departments led directly to a change in New York State Law 
for ambulance destination designation and a commitment from the NYC Mayor for 
Sexual Assault Forensic Services in all public NYC hospitals.  The school-based 
study findings also directly led the NYC Chancellor to change the disciplinary 
regulations in all New York City high schools in relation to adolescent relationship 
violence. 
 
This research highlights the need for practitioners, policymakers and researchers to 
better understand the nature of relationship violence and non-partner sexual violence 
among adolescents and young adults in New York City in order to develop evidence-
informed programmes and policies for prevention and response. 
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1. Introduction to the Critical Review 
 
Relationship violence and non-partner sexual violence is a public health concern 
globally.  A recent global meta-analysis found that in 2010, 30.0% (95% CI: 27.8, 
32.2) of women aged 15 and over have ever experienced some form of physical 
and/or sexual intimate partner violence (Devries et al., 2013).  Non-partner sexual 
violence global estimates range from 3.3% to 21% of women experiencing some 
form of sexual assault from someone other than an intimate partner (WHO et al., 
2013).  In North America, the prevalence of non-partner sexual violence is 13.01% 
(95% CI: 9.02, 16.99) (WHO et al., 2013). 
 
In the United States, adolescents between the ages of 12 and 19 are sexually 
assaulted at rates higher than other age groups (Catalano, 2004).  A recent national 
study of children conducted in the United States found that two percent of all the 
children surveyed had experienced sexual assault or sexual abuse in the last year, 
with a rate of 10.7% for girls aged 14 to 17 years old (Finkelhor et al., 2013).  In 
NYC, 10% of females and 5% of males reported ever being forced to have sex and 
dating violence was reported in the past year by 11% of females and 9% of males 
(Olshen et al, 2007).  Looking at this Youth Risk Behavioural Surveillance System 
data nationally shows that one in 11 adolescents reports being a victim of physical 
dating aggression each year (CDC, 2006).   
 
Relationship violence and non-partner sexual violence among young people and 
young adults remains a hidden epidemic in NYC.  The body of published work in 
this PhD by Publications thesis aims to increase our understanding of the prevalence, 
nature and impact of relationship violence and non-partner sexual violence as well as 
the responses available to these populations.  This data was used to advocate for 
policies, programmes and services for prevention and response. 
 
This body of work encompasses the following peer-reviewed publications based on 
data from three studies exploring relationship violence and non-partner sexual 
violence in NYC: 
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1. O’Sullivan, C. and Fry D. (2007). Sexual Assault Victimization Across the  
Lifespan: Rates, Consequences and Interventions for Different Populations. Victims 
of Crime, RC Davis, A. Lurigio & S. Herman, editors, 3rd edition. London: Sage. 
 
2. Fry, D.A., Davidson, L.L., Rickert, V.I. and H. Lessel (2008). Partners and Peers: 
Sexual and Dating Violence Among NYC Youth. A Research Report by the NYC 
Alliance against Sexual Assault in Conjunction with the Columbia University Centre 
for Youth Violence Prevention. New York City Alliance Against Sexual Assault: 
New York.  
 
3. Messinger, A.M., Rickert, V.I., Fry, D.A., Lessel, H. and Davidson, L.L. (2012). 
Revisiting the Role of Communication in Adolescent Intimate Partner Violence. 
Journal of Interpersonal Violence, 27(14): 2851-2866. 
 
4. Fry, D. Messinger, A.M., Rickert, V.I., O’Connor, M.K., Palmetto, N., Lessel, H., 
and Davidson, L.L. (2014) Adolescent Relationship Violence: Help-Seeking and 
Help-Giving Behaviors among Peers. Journal of Urban Health, 91(2): 320-334. 
 
5. Fry, D. (2007). How S.A.F.E. is NYC? Sexual Assault Services in Emergency 
Departments. New York City Alliance Against Sexual Assault: New York.  
 
6. Fry, D. (2007). A Room of Our Own: Survivors Evaluate Services.  New York City 
Alliance Against Sexual Assault: New York.  
 
The rationale for inclusion of these six publications is that they form a coherent body 
of research underpinned by a public health conceptual framework.  These 
publications highlight that adolescents and young people are a very important group 
– both in terms of identifying the scope of violence but also in developing 
appropriate responses – because they often sit within the gap of the ‘adult’ sexual 
violence and domestic abuse fields and the child abuse fields.  Thus, this critical 
review utilises the public health model in analysing the six publications to highlight 
the continuum of violence and also the gaps that exist in order to make a contribution 
to the field of violence prevention and response. 
 
In accordance with the guidelines for the PhD by Publications, this short critical 
review will summarise the aims, objectives, methodology, results and conclusions 
covered by all the submitted work in the portfolio and will also indicate how the 
publications form a coherent body of work, my contribution to this work and how the 
work contributes significantly to the expansion of knowledge.   The publications 
included in the body of work are presented in their entirety at the back of the critical 
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review in the order listed above. Copyright approval and permissions from all co-
authors has been obtained to present and archive the publications in their entirety in 
this PhD thesis.  Additional summary tables are included as an appendix to the thesis.   
 
This research was undertaken (2004-2008) during a time of extensive inquiry into 
adolescent relationship violence in the United States. Consistent findings where 
emerging during this time of unexpectedly high rates of female-perpetrated violence 
against their male partners. This was highly controversial in both academic and 
practitioner spheres, with practitioners questioning scholars on the theoretical basis 
of research (e.g. whether feminist theories of the nature of violence against women 
and the presence of patriarchy were being dismissed in the research) (Anderson, 
2005; Dobash & Dobash, 2004; Dutton & Nicholls, 2005) to debates on the sex 
differences in perpetration of intimate partner violence (Archer, 2000; Caetano et al., 
2009; Simpson & Christensen, 2005; Strauss, 2011) to debates on how we measure 
and conceptualise adolescent relationship violence (Reed et al., 2010; Stark, 2010). 
 
This work very much sits within that time period and continues to contribute to these 
debates.  Terminology has been consciously chosen and has evolved over the time 
period of the publications.  The term ‘adolescent relationship violence’ is used in this 
critical review and later publications to recognise that many adolescents may not use 
the term ‘dating’ to describe their relationships and to also distinguish this age group 
from the adult ‘intimate partner violence’ research.  Similarly, later publications in 
this body of work also move away from the terms ‘victim’ and ‘perpetrator’ of 
violence to ‘violence used’ and ‘violence received’ to highlight that the current ways 
of measuring prevalence do not always give us the full context or order of events 
surrounding violence.  This does not in any way undermine the clear and widely 
accepted understanding that the impact of relationship violence falls primarily on 
women who suffer the majority of severe forms of violence.  As such, terms such as 
gender symmetry are avoided while still allowing rigorous analytical questioning of 
findings on the nature of adolescent relationships and how we conceptualise 
adolescent relationship violence.  
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1.1. Aims and Objectives of the Body of Work 
This body of work, which encompasses three studies, aims to explore the magnitude 
and nature of relationship violence and non-partner sexual violence and to 
understand the availability, quality and nature of informal and formal support and 
survivors’ satisfaction with a range of services for relationship violence and non-
partner sexual violence. 
 
Objectives 
In pursuit of this aim the objectives of this body of work were:  
1. To explore the prevalence of high school students’ experiences of 
relationship violence and non-partner sexual violence,   
2. In addition, to explore students’ reflections and experiences of the nature and 
impact of relationship violence and non-partner sexual violence on their lives 
and their ideas for preventing these abuses among young people, 
3. To map the specific acute care services available at New York City’s 
emergency departments for sexual assault survivors, 
4. To gather survivors’ own perspectives on their level of satisfaction with 
services available in New York City (hospital, rape crisis, police and district 
attorney), and 
5. Based on data collected from young people and young adults, to make 
recommendations for improving both the prevention of and response to 
relationship violence and non-partner sexual violence in New York City.  
 
1.2. Rationale and Significance of the Body of Work 
New York City has a population of over 8 million people and is one of the largest 
cities in the world (U.S. Census, 2000).  It has and continues to be at the forefront of 
service provision for relationship violence and non-partner sexual violence with the 
first Special Victim’s Unit set up as part of a police force and the first Sex Crimes 
Unit within a District Attorney’s Office specifically for sexual violence.  Applying 
national prevalence estimates from the CDC’s National Intimate Partner and Sexual 
Violence Survey to the NYC population, it is estimated that over 813,000 female and 
64,500 male New Yorkers have been raped during their lifetime and 1.8 million 
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female New Yorkers and nearly 888,000 male New Yorkers have experienced other 
forms of sexual violence during their lifetimes, including being made to penetrate, 
sexual coercion, unwanted sexual contact, and noncontact unwanted sexual 
experiences with the vast majority of these experiences occurring under the age of 25 
(Breiding et al., 2014).   
 
Despite the prevalence of relationship violence and non-partner sexual violence, very 
little primary research has been conducted within NYC on the nature and impact of 
violence and the provision of and satisfaction with services for violence as 
experienced by young people and young adults.   
 
These studies included in this body of work representative innovative ‘firsts’ in the 
field of sexual violence and relationship violence in NYC:  
• ‘Partners and Peers’ was the first study of its kind to explore the prevalence of 
sexual and dating violence in NYC among high school students.  
• ‘A Room of Our Own’ was the first study to explore from survivors’ own 
perspectives, their satisfaction with the care and support they received post-
assault in NYC with the majority of respondents having experienced a sexual 
assault under the age of 25, and 
• ‘How Safe is NYC’ was the first study to comprehensively map protocols, 
procedures and services offered across Emergency Departments in NYC 
including how adolescent patients are treated. 
All three of these studies garnered significant media coverage, which appeared in the 
New York Sun, The Washington Post, the New York Post, The New York Daily 




2. Critical Review of the Literature in the Body of Work 
The six publications in the body of work provide significant coverage of the area of 
adolescent relationship violence and non-partner sexual violence in NYC with over 
400 references to literature on the topic.  The topics covered in the review of the 
literature across the body of work are highlighted in Appendix 1 with the 
corresponding publication and page numbers. The relevant literature, with a specific 
focus on NYC, is presented for each of the objectives of the body of work.   
 
A Critical Review of Literature on Measuring Prevalence 
For the first objective on measuring the prevalence of adolescent relationship and 
non-partner sexual violence in NYC, a review of global, national and local 
prevalence studies was conducted.  Studies were also reviewed in sub-areas of 
relationship violence and non-partner sexual violence including child sexual abuse, 
commercial sexual exploitation, sexual victimisation of young people, and youth 
violence, amongst others.  Relationship violence and non-partner sexual violence are 
also reviewed across the lifespan to understand better the prevalence estimates 
among young people and young adults. 
 
The measurement of relationship violence and non-partner sexual violence against 
adolescents represents one of the most serious challenges in the victimisation field as 
it is often hidden, unreported and under-recorded (Pinheiro, 2006). Both relationship 
violence and non-partner sexual violence are seen as stigmatizing and shameful, 
which can make it difficult for survivors to share their stories (Dartnall & Jewkes, 
2012). Adolescents are in especially vulnerable positions as the perpetrator of the 
violence may be a partner, parent, family member, caretaker, service provider or 
significant figure in the community and victims are often coerced or threatened into 
not telling.  Adolescents particularly may be afraid of getting into trouble and 
disclosure of experiences has very real consequences including separation from 
family, rejection from community members and peers, punishment, withdrawal of 
services and even exposure to further violence and these experiences may impact on 
their willingness to disclose or seek further help (Fehler-Cabral & Campbell, 2013).  
 
The violence prevention field is confronted with many challenges for measurement, 
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which is reflected in the variation of prevalence estimates presented in the literature. 
Research shows that the differences in prevalence estimates may be due in part to 
methodological variation between studies. Sampling designs in addition to the type 
of respondent (adult, child) and methodological issues related to the implementation 
of the survey procedures, including the selection and levels of training of 
interviewers, and ensuring appropriate support of respondents and interviewers, have 
ethical implications and have also been shown to influence levels of disclosure 
within prevalence surveys (WHO, 2013; CPMERG, 2012; Ji, Finkelhor & Dunne, 
2013; Dartnall & Jewkes, 2012).  
Higher levels of prevalence are found in surveys when questions are framed around 
behaviourally specific acts instead of relying on terms such as ‘violence’ or ‘abuse’ 
which can be subjective given social norms such as has been done in the ‘Partners 
and Peers’ study (Dartnall & Jewkes, 2011).  Furthermore, respondents may be 
disclosing violence for the first time through research.  For example, in the World 
Health Organization’s Multi-country Study on Violence Against Women, between 
one fifth and almost one half of the female respondents reporting violence, the 
survey interviewer was the first person disclosed to about those experiences (Jansen 
et al., 2004).  This highlights that many surveys on violence, especially those that 
measure relationship violence and non-partner sexual violence, may still be 
underestimating the true prevalence of the violence experiences of the respondents 
(Ellsberg et al., 2001). 
Another factor that may cause errors in estimating prevalence is the retrospective 
recall of adverse events in childhood.  Research has shown that this can be due to 
several factors including recollection, subsequent experiences that may influence 
memories and not being able to remember the timing or specifics of traumatic events 
(Hardt & Rutter, 2004). 
A Critical Review of Literature on Measuring Outcomes 
For objective 2 of the body of work, the literature review examined the nature and 
impact of adolescent relationship violence and non-partner sexual violence 
examining studies on adolescent communication, types of violent relationships, the 
health and well-being consequences of experiencing violence, theories and 
! 18!
definitions of relationship violence and non-partner sexual violence and literature on 
revictimisation. 
One of the biggest challenges in estimating the consequences of violence exposure is 
the limitation of estimating causality.  Most studies focused on adolescent 
relationship violence and non-partner sexual violence are mainly cross-sectional 
designs such as the ‘Partners and Peers’ study which can only examine associations 
between variables.  Even with longitudinal designs, studies often don’t measure all 
the potential confounders and are thus unable to control for other possible factors for 
the outcomes explanation, such as childhood adversity experiences (Fang et al., 
2015). Another key factor when exploring the relationship between violence 
experiences and various outcomes is whether there is reverse causation, in other 
words, whether the violence is a cause or consequence of the outcome (Devries et al., 
2013).  While beyond the scope of the studies conducted in this body of work, these 
considerations are important to bear in mind when examining the outcomes related 
literature. 
 
A Critical Review of Literature on Measuring Service Provision 
Literature supporting objectives 3 and 4 of the body of work focus on the types of 
services available to survivors in NYC (including both child and adult survivors), the 
definition and measurements of satisfaction of various service sectors as well as the 
literature on help-seeking and help-giving behaviours.  
 
A particularly salient aspect of the literature is around acute care responses to sexual 
violence. Sexual violence, from both intimate partners and non-partners, is a public 
health issue that presents important implications for clinical management.  While 
forensic evidence collection is often the focus of post-assault care, sexual assault 
patients have additional medical needs such as injury detection and treatment, 
information about emergency contraception, screening and/or prophylaxis for 
sexually transmitted infections (STIs) and referrals for a range of therapeutic and 
support services.  
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Studies assessing the clinical management of sexual assault patients in the United 
States, Canada, England and South Africa have found high levels of inequality in 
health service provision.  These data, including the ‘How Safe is NYC’ study in this 
body of work, indicates that there can be vast differences in clinician competencies, 
clinical practice, forensic evidence collection and institutional guidelines depending 
on where the sexual assault patient is seen (Fry, 2007; Lewis et al., 2003; 
Christofides et al., 2005; Azikiwe et al., 2005; Rosenberg, DeMunter & Liu, 2005; 
Kerr et al., 2003).  Studies have also shown that adolescents often fall between the 
gaps of adult and child service provision as often both paediatric and adult services 
cater to this group (Horner et al., 2012; Ingemann-Hansen & Charles, 2013). 
 
Many countries have instituted national strategies for the comprehensive acute care 
treatment of sexual assault patients to address these inequalities in provision of 
clinical care and forensic evidence collection identified through research.  Most of 
these programmes focus on a one-stop shop for sexual assault patients, which include 
comprehensive medical care and forensic evidence collection (with or without 
reporting to the police) from specially trained clinicians and linkages to support 
services such as rape crisis counselling. A review of the evidence on the 
effectiveness of these programmes in the United States has found that they are 
effective across a number of outcome areas including: 1) promoting the 
psychological recovery of sexual assault patients, 2) providing comprehensive and 
consistent post assault medical care, 3) documenting the forensic evidence of the 
crime completely and accurately, 4) improving the prosecution of sexual assault 
cases by providing better forensics and expert testimony and 5) multi-agency 
collaboration by bringing multiple service providers together to provide 
comprehensive care to sexual assault patients (Campbell et al., 2008; Crandall & 
Helitzer, 2003; Ciancone et al., 2000; Martin et al., 2007). 
 
By geographic comparison, England and Wales have recently taken the same 
approach as the United States and have set up Sexual Assault Referral Centres 
(SARCs) in every police jurisdiction.  Early evaluations in England and Wales have 
shown strong multi-agency partnership working and a victim-centred approach to 
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providing services (Robinson, Hudson & Brookman, 2009). Scotland has one Sexual 
Assault Referral Centre in Glasgow (Archway). Baseline and follow-up data, such as 
the audit of provisions conducted through the ‘How Safe is NYC’ and the views and 
experiences of survivors through the ‘A Room of Our Own’ study are needed to 
better inform service organisation and to understand the current practice of clinical 
management, training and referral linkages that currently exist and the service user 
experiences of this practice. 
 
A Critical Review of Literature on Translating Research into Policy and Practice 
Finally, objective 5 of the body of work is related to developing recommendations 
based on findings.  These recommendations are also rooted in the literature and cover 
various theoretical and conceptual models for prevention and response. 
 
The body of evidence on effectively communicating and translating research results 
into policy and practice is growing rapidly. Key findings highlight the important role 
of communication and participatory study design at the outset with key policymakers 
and practitioners in order to ensure there is a common understanding of the policy 
and practice questions and of the scientific evidence needed to address them. Case 
studies conducted on translating research into policy found that researchers too often 
provide answers to questions in ways that are either not fully useful or meaningful to 
policy-makers (Samet & Lee, 2001)  A special consideration within the field of 
violence prevention is the often sensitive nature of these questions to policymakers 
and even practitioners which highlights the importance of dialogue and relationship 
building between researchers, policymakers and practitioners early in the study 
design (Kothari et al., 2014). Learning from this field is expanded upon in the body 
of work.
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3. Critical Review of Methods in the Body of Work 
 
This body of work includes three separate quantitative studies with three differing 
methodologies. The ‘Partners and Peers’ Study (publications 2, 3 and 4) involved a 
survey in four high schools in New York City.  Two of these high schools utilised a 
paper and pencil survey and two participated by using Audio Computer Assisted Self 
Interviewing (ACASI) as the mode of data collection.  The ‘How Safe is NYC’ study 
(publication 5) consisted of face-to-face interviews with emergency department 
directors and clinical staff.  The ‘A Room of Our Own’ study involved an 
anonymous online survey of survivors of sexual violence who had accessed services 
in NYC (publication 6).  The methods of sampling and recruitment also varied 
greatly within each of these studies.  Table 2 presents a summary overview of the 
designs for these three studies. Quantitative surveys were utilised for all three studies 
for the following reasons: 1) to measure the prevalence of relationship violence and 
non-partner sexual violence (‘Partners and Peers’ study), 2) to provide anonymity 
and confidentiality to participants around discussing these sensitive issues (‘A Room 
of Our Own’ study) and 3) to conduct and audit of existing facilities, services, 
policies and procedures (‘How SAFE is NYC’ study). 
 
Each of the three studies involved formative research through consultation with key 
professional and research committees and groups as well as focus groups and in-
depth interviews to help develop survey questions.  All of the studies included 
piloting and testing of instruments and incorporation of findings from those pilot 
exercises into the final study design. 
 
Like most research, this body of work is not without its limitations. Detailed 
discussions on the limitations and validity considerations for all the studies are 
included in the associated publications. 
 
3.1 Summary of Ethical Considerations in the Body of Work 
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For the three studies included in the body of work, a total of 12 ethical review board 
approvals were obtained prior to undertaking the research.  All the required ethical 
review approvals took approximately six to 12 months to obtain for each study. 
 
Table 1: Summary of Ethical Considerations & Procedures in the Body of Work 
 Partners and 
Peers Study 
How Safe is NYC 
Study 






the study: 1) St. 
Luke’s Roosevelt, 
2) Columbia 






One review board 
approved the study: 
St. Luke’s 
Roosevelt  
Eight review boards 
approved the study: 1) St. 
Luke’s-Roosevelt, 2) 
Harlem Hospital, 3) Safe 
Horizon, 4) Long Island 
College Hospital, 5) Mt. 
Sinai Medical Centre, 6) 
St. Vincent’s Catholic 
Medical Center, 7) Beth 
Israel Medical Centre and 







Signed consent Online ‘digital’ consent 
 
Additional ethical considerations were also undertaken for each study including: 
• Timing: For the ‘Partners and Peers’ study students were given the survey during 
health and PE classes and for students whose parents opted them out of the study, 
they were given alternative activities during the data collection time.  Timing 
considerations were also thought out for the ‘Room of Our Own’ study to ensure 
that survivors were approached in an ethical way and service utilisation was not 
disrupted or compromised.  For the ‘How SAFE is NYC’ study, timing 
considerations were taken into account for ED Directors and clinicians who had 
very busy call schedules in order to minimise the disruption of data collection on 
their clinical duties. 
 
• Confidentiality: For the ‘Partners and Peers’ study, students were given plenty 
of space to take the survey such that other students would not be able to see their 
responses.  Survey questions were also added to lengthen the survey so that those 
who had to answer more violence-related questions would not be identifiable by 
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the length of time it took for them to fill out the survey.  For the ‘Room of Our 
Own’ study, sampling procedures and study design were designed to ensure 
anonymity of survey respondents.  
 
• Referral information: All students in the participating high schools for the 
‘Partners and Peers’ study were given referral information for sexual and 
relationship violence services and all data collectors were trained rape crisis 
advocates.  In addition, all survivors who participated in the ‘Room of Our Own’ 
study were directed to online resources upon completion of the survey. 
 
3.2 Critical Review of the Theoretical and Conceptual Models in the Body of 
Work 
 
The six publications and two supplemental publications in the body of work cover a 
range of theoretical and conceptual models as highlighted in table 4, many of which 
are included in a recent review of theories related to relationship violence among 
young people (Dardis et al., 2014). 
 
Table 2: Theoretical and Conceptual Models Explored in/Underpinning the Body of 
Work (with corresponding publication listed in the parentheses) 
Objectives Theoretical/Conceptual Models 
Objective 1: 
Prevalence 
Public health approach (1, 2, 5) 
 
Objective 2: Nature 
& Impact 
Public health approach (1, 2, 5) 
Feminist Theories (2, 5) 
Socio-ecological model (2) 
Social Learning Theory (2) 
Communication theory and strategies (3) 
Adolescent development (3) 
Objective 3: Acute 
Care Services 
Patient-centred care (6) 
Objective 4: Services 
& Survivors’ 
Satisfaction 
Quality assessment frameworks (5) 
Objective 5: 
Recommendations 
Public health approach (1, 2, 5) 
Spectrum of prevention (2)  
Socio-ecological model (2, 
Newly developed model for prevention coming out of body of 
work (2) 
Readiness for SV prevention (2) 
Peer help-giving models/bystander intervention models (4) 
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The current theories and frameworks for understanding violence prevention often 
don’t take into account that adolescents sit between adult and child focused 
theoretical frameworks. This tension can also be seen in the emergence of ‘Violence 
Against Women’ (VAW) and ‘Violence Against Children’ (VAC) fields.  This 
age/gender nexus related to adolescents can also be seen in the new emergence of the 
‘Violence Against Women and Girls’ (VAWG) field.  These differing age and 
gender focal points can create tensions in theory, policy and practice – particularly 
relating to adolescents. For example, young women in the age group 15–18 years 
experiencing non-partner sexual violence can also be considered, by some legal 
definitions, to have experienced child sexual abuse, as these are not mutually 
exclusive categories (WHO, 2013). Similarly, many theories designed to understand 
relationship and non-partner sexual violence among this age group adopt adult-
centred theories of behaviour, norms and learning.  
The public health model is a useful framework for addressing the potential gaps in 
the field and the position of adolescents as being ‘between’ fields of inquiry.  The 
public health model is used extensively in both adult and child fields and frames 
research in a series of steps that can be used to understand better the nature of the 
problem and provide effective responses – two key issues in understanding 
relationship violence and non-partner sexual violence among adolescents and young 
adults. 
The overall conceptual model guiding the design, interpretation and 
recommendations coming out of the findings from the body of work is the public 
health approach. This approach is used widely in the violence prevention field and as 
illustrated by the World Health Organization, consists of four steps: 
• To define the problem through the systematic collection of information about the 
magnitude, scope, characteristics and consequences of violence. 
• To establish why violence occurs using research to determine the causes and 
correlates of violence, the factors that increase or decrease the risk for violence, 
and the factors that could be modified through interventions. 
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• To find out what works to prevent violence by designing, implementing and 
evaluating interventions. 
• To implement effective and promising interventions in a wide range of settings. 
The effects of these interventions on risk factors and the target outcome should 
be monitored, and their impact and cost-effectiveness should be evaluated 
(WHO, 2014). 
Figure 1: The Public Health Model Framework for the PhD Body of Work
 
This body of work contributes specifically to steps one and two–understanding the 
scope of the problem and identifying the causes and consequences–of the public 
health approach.  Specific recommendations are made through the body of work to 
use the findings to design and improve interventions for young people and young 
adults in NYC.  In addition, a new theoretical models were developed through this 
body of work: a primary prevention model that takes into account the socio-
ecological framework as well as thinking about interventions (presented in 
publication 2.. 
 
3.3 A Critical Review of Measures Used in the Body of Work 
Three survey instruments were developed, one for each study, to achieve the 
objectives of this body of work.  Each instrument is presented in full in the appendix 





























and the ‘How SAFE is NYC’ studies were researcher-developed and do not include 
any validated scales due to the unique and very specific nature of the questions 
asked.  
 
Since the ‘Partners and Peers’ study was focused on the prevalence, nature and 
impact of adolescent relationship violence and non-partner sexual violence, several 
validated instruments to measure these facets were included in the overall study 
survey.  The specific measures used in this survey are presented in Table 5 alongside 
information on the reliability of the measure and how it was used as well as any 
details on recoding conducted to enable further analyses 
 
Appendix 2 highlights the new scales that were developed in the body of work, 
specifically for the publications exploring adolescent communication and help-giving 
behaviours.  For adolescent communication, subscales were developed for verbal 
reasoning, conflict avoidance and escalating strategies. Verbal reasoning and 
temporary conflict avoidance, originally a single sub measure of the CADRI, were 
treated as separate constructs because evidence suggests that they have very distinct 
impacts on violence in relationships (Messinger et al., 2011).  This table also 
includes Cronbach’s alpha measures of reliability as well as ratings (yes/no) using 
Messick’s Unified Theory of Construct Validity (1989) with the following questions: 
 
• Consequential: What are the potential risks if the scores are, in actuality, 
invalid or inappropriately interpreted? Is the test still worthwhile, given the 
risks? 
• Content: Do test items appear to be measuring the construct of interest? 
• Substantive: Is the theoretical foundation underlying the construct of interest 
sound? 
• Structural: Do the interrelationships of dimensions measured by the test 
correlate with the construct of interest and test scores? 
• External: Does the test have convergent, discriminant, and predictive 
qualities? 
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• Generalizability: Does the test generalize across different groups, settings and 
tasks? 
The scales developed and used in the adolescent communication publication have 
more positive ratings on the construct validity questions due to the scale being used 
in a previous publication (Messinger et al., 2011) and the replication of findings 
across three different samples (young adult clinic sample, adolescent clinic sample 
and adolescent school sample).  Similarly, the help-giving scales have more limited 
construct validity due to the lack of replicability across different samples and the 
lack of clarity in terms of the underlying constructs and theoretical foundations of 
help-giving specifically for adolescents on relationship violence. 
 
3.4 Critical Review of Statistical Methods Conducted in the Body of Work 
Analyses were conducted in order to achieve the objectives set out for the body of 
work – namely, to explore the prevalence, nature and impact of adolescent 
relationship violence and non-partner sexual violence. For each of the studies, the 
literature was first reviewed to understand the theories and potential hypotheses that 
could be tested connected to the evidence base.  Detailed data analysis plans were 
then created to explore and test hypotheses of specific relationships.  Univariate and 
descriptive statistics were always performed first to help inform later multivariate 
analyses.  Appendix 4 highlights all of the data analyses conducted as well as the 
purpose of the analysis and reflections on the statistical test or model chosen.  
Analyses in the body of work include univariate analyses, t-tests, chi-square, 
ANOVA, logistic regression, and multiple variable regression.  For regression 
analyses, a model building strategy was utilised which included variables based on 
theoretical constructs and grounded in previous research. Several of the included 
papers showcase a high number of statistical comparisons made to answer the 
research questions.  Conducting a multitude of comparisons can increase the Type 1 
error rate (believing there is a genuine effect when there is not).  This can be 
especially problematic when there are small sample sizes and is a noted limitation in 
the ‘Partners and Peers’ analyses. 
Appropriately handling missing data is key to ensuring robust and rigorous statistical 
analyses.  Appendix 5 gives a summary overview of missing data for key analyses, 
! 28!
the pattern of missingness–that is, the manner in which data are missing from the 
sample–and how the missing data was handled.  For analyses related to adolescent 
communication, pairwise deletion of cases was conducted for bivariate analyses 
whereas multiple imputation (the process of replacing missing data with substituted 
values) was required for multivariate analyses. For the adolescent help-giving and 
help-seeking analyses, given that little data was missing, pairwise deletion of cases 
was conducted.  
3.5 Validity and Generalizability 
There are several limitations that should be noted with the included studies that 
impact on validity and generalizability of findings. A study is valid if its questions 
actually measure what they claim to, and if there are no logical errors or biases in 
drawing conclusions from the data.  ‘Internal validity’ is a term that refers to whether 
variables other than those being studied may have in some way affected the outcome 
or variable under study.  ‘External validity’ is concerned with all the situational 
aspects that could potentially limit generalizability (such as variables related to the 
investigator, timing, location, etc).  Like external validity, ‘construct validity’ is 
related to generalising. However, where external validity involves generalising from 
the study context to other people, places or times, construct validity involves 
generalising from the measures or questions to the concept of the measures and 
questions. Several threats to validity were examined across the studies and attempts 
were made to limit the biases and threats to validity. 
 
One of the limitations and threats to validity that is present in all the studies is that 
because non-random sampling methodologies were used, some participants had no 
chance of being sampled, which limits the extent to which these samples represent 
the population of study.  Therefore, there are significant limitations on the 
generalizability of findings past the specific samples included in these studies.  Due 
to the methodology of the studies, it is uncertain if other factors have played a role in 
why certain schools or individuals participated in the studies. For example, in the 
Partners and Peers study, it is not known if the schools that chose to participate were 
different from schools that did not choose to participate (they have higher or lower 
rates of violence, more committed staff, etc.).  Similarly, due to the cross-sectional 
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nature of the studies, the temporal relationship between variables could not be tested.  
Wherever possible, this limitation was addressed by trying to ensure robust sampling 
designs once the sampling frame was established to further limit any selection bias 
and to indicate time (‘in the last year’, ‘ever’, etc.) in survey questions.  Despite 
these limitations, which are common in studies on violence prevention, the studies 
included in this body of work provide tremendous insight into the violence 
experiences of and available services for young people in NYC. 
 
The Partners and Peers Study has a significant amount of missing data (1,312 
surveys from a total of 1,454). This level of missing data can reduce the 
representativeness of the sample and as a result, distort inferences about the 
population. Missing data can occur for a number of reasons including not responding 
to particular questions, inability to answer owing to a lack of knowledge, inability to 
remember accurately or reluctance to respond due to embarrassment or fear of 
interventions (UN, 2014).  Despite the level of missing data, strategies for reducing 
the amount of missing data was incorporated into the design of the questionnaire and 
interviewer training and data collection (including use of ACASI).  Several surveys 
were invalidated due to being seen as a joke where inappropriate responses were 
included in open-ended questions.  This is not unique to this study and has been 
documented elsewhere including in the recent UBS Optimus national prevalence 
studies on sexual victimisation among adolescents (Averdijk et al., 2011). 
 
Another limitation that is present in the help-seeking and help-giving findings was 
the translation error in Spanish for one of the help-seeking questions on the survey.  
This presents a limitation in that the analyses explored nativity and help-seeking and 
students who preferred to take the survey in Spanish may be underrepresented in the 
findings and/or significantly different from participants who preferred to answer the 
survey in English on these key variables of interest.  Further analyses are needed to 
determine the impact of the exclusion of these participants (due to the translation 
error) on the survey findings.   
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Another threat to validity is known as the ‘Hawthorne Effect”, which postulates that 
the expectations or actions of the investigator may contaminate the outcomes of the 
study.  Does administering a survey within school settings have an impact on 
respondents’ responses to relationship violence questions?  What about 
administering a survey to survivors within a counselling setting? Does this impact 
survivors’ answers on the satisfaction they have with services?  Practices to limit 
these potential biases were incorporated for example, by not having teachers or 
counsellors administer the surveys, by assuring participants about their anonymity, 
and by ensuring rigorous academic and policymaker peer review of protocols, 
questionnaires and all study materials. 
 
In addition, history and maturation bias may also be present in these studies 
particularly in the ‘Partners and Peers’ and the ‘Room of Our Own’ studies.  For 
example, it is possible that the survivors surveyed in community-based and 
counselling programmes differ in maturation of the passage of time since their 
assault than survivors who only access hospital or law enforcement services and this 
may then effect their reflections on satisfaction with those services.  The direction of 
this effect is unknown. Another form of maturation bias can be found in the ‘Room 
of Our Own’ study, which asked survivors of all ages to reflect on their satisfaction 
with services.  In this study, older survivors may have been interacting with services 
several years if not decades previously.  These responses will not likely take into 
account any new provisions in services (such as specialized units) for sexual assault 
survivors. 
 
Similarly, one limitation that can be difficult to control for when conducting violence 
prevention research in schools is that schools in the sample may have had differing 
exposures to prevention programmes or awareness raising activities in the past.  This, 
in turn, may make students more aware of different types of behaviours, which may 
impact on their answers on the surveys.  Similarly, schools that are interested in 
addressing violence as an issue are also more likely to want to undertake research in 
this area.  To limit this potential bias, detailed information about previous activities 
in the schools related to this topic was collected and all schools had equally minimal 
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exposure to violence prevention and previous awareness raising activities.  A 
question was also included in the survey to ask about participants’ own exposure to 
these issues through various avenues (media, schools, community programmes, etc.) 
Similarly, participants own recall bias can also be a limitation in the study.  
Adolescents are often ‘closer’ to the experiences of childhood and thus may present 
higher prevalence estimates than adult samples.  
 
Construct validity is a particular concern in the violence prevention research field. 
While a lot of work has been done to validate instruments, there is still considerable 
cultural norm and contextual influence on the meanings of violence and abuse in 
different settings and with different populations.  Qualitative research might assist in 
a more finely grained understanding of constructs of adolescent relationship violence 
and non-partner sexual violence and how adolescents define their own approaches to 
help-giving and help-seeking.  Qualitative approaches may also allow more scope for 
survivor responses as compared to quantitative surveys.  Another limitation is that all 
behaviours (help-seeking, violence use or receipt, etc.) are self-reported, and it was 
not possible to cross-validate responses or match responses with those providing 
services.  
There is also, compared to other fields, a fairly weak, diverse and divergent 
theoretical basis for understanding behaviour in relation to adolescent relationship 
violence and non-partner sexual violence, all of which impacts on construct validity.  
Where possible, validated instruments have been used and constructs linked to theory 
but much of the work presented is exploratory in nature with the associated validity 
limitations. 
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4. Critical Review of Findings in the Body of Work 
Detailed findings from all studies are included in the corresponding publications.  
This chapter, due to space constraints, only contains a summary of the key findings 
related to the objectives of the body of work. Sample descriptions and key 
demographic variables are not presented here but can be found across multiple 
publications in the body of work. 
 
4.1 Prevalence of Adolescent Relationship Violence and Non-partner Sexual 
Violence 
The Partners and Peers study with high school students found that more than one in 
six students reported having experienced sexual violence at some point in their lives 
(either non-partner or partner sexual violence).  Of all respondents, 6 % (n=81) 
reported one or more occurrences of experiencing child sexual abuse in their lifetime 
and 10% (n=98) reported a history of partner sexual violence. Nearly one in five 
young people who have experienced sexual violence experienced both partner and 
non-partner sexual violence. 
 
Figure 1:  Experiences of Non-partner and Partner Sexual Violence among High School 
Students from the Partners and Peers Study (n = 1,312)* 
 
*Partner sexual violence questions from the Dating Violence Inventory (DVI), which measures 
violence in any dating relationship (current or past) and the Family Abuse Scale, which measures non-
partner sexual violence. 
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With regard to receipt of adolescent relationship violence, 38 % (n=384) of 
respondents reported experiencing physical and/or sexual relationship violence at 
some point in their lifetime, with 36 % (n=363) reporting experiencing physical 
relationship violence and 10 % (n=98) sexual relationship violence.  This is similar 
to other prevalence studies of relationship violence among adolescents (CDC, 2011; 
Silverman et al., 2011). 
 
Figure 2 highlights the self-reported behaviours of students in both using and 
receiving violence in their current relationship. Over a third of young people (n=318) 
reported using threatening and controlling behaviours towards their partner during a 
conflict or argument and nearly a third report (n=283) using physically violent 
behaviours towards their partner.  A smaller percentage (11%, n = 97) reported using 
sexual violence against their partner during a conflict or argument in the past year. 
 
Figure 3: Self-reported Adolescent Relationship Violence Behaviours* 
 
* Denominator based on n=883 young people who reported having a partner in the lst year.  The 
scales are from the Conflict in Adolescent Dating Relationship Inventory (CADRI).  The sexual 
violence scale is based on three questions and excludes forced kissing. 
 
If we look more in-depth at the behaviours that underlie lifetime experiences of 

































slapping and hitting and punching were the most prevalent.  More severely violent 
behaviours such as choking and hurting with an object or weapon were less frequent 
among this sample.  Despite being less frequent, these potentially lethal behaviours 
still occur at alarming rates. 
 
Figure 4:  Percentage of Young People who Report Ever Experiencing Physical or 
Sexual Relationship Violence Behaviours* 
 
*Denominator based on n = 1,017 young people who had started dating or had any romantic and/or 
sexual relationship.  The questions are from the Dating Violence Inventory (DVI). 
 
For physical violence within their current relationship, 12% (n = 106) of respondents 
reported that their partner slapped them or pulled their hair and 19% (n = 168) 
reported their partner pushed, shoved or shook them during a conflict or argument 
during the last year.  Similarly, 12% (n = 106) reported their partner kicked, hit or 
punched them and 16% (n = 141) reported their partner threw something at them 
during a conflict or argument in the last year. 
 
For sexual violence within their current relationship, 10% (n = 83) reported their 


















































a conflict or argument and 7% (n = 58) reported their partner forced them to have sex 
when they didn’t want during a conflict or argument in the last year. 
 
Additional data on the prevalence of controlling behaviours disaggregated by sex as 
well as the prevalence of youth violence behaviours are presented in several 
publications in the body of work. 
 
4.2 Nature of Adolescent Relationship Violence and Non-partner Sexual 
Violence 
In terms of adolescent relationship violence, the findings from this body of work 
suggest that the nature of adolescent relationships may be very different from what 
we know about adult relationships, especially in relation to communication and 
typologies of violence. The findings also suggest that for both relationship violence 
and non-partner sexual violence, adolescents may experience and use multiple forms 
of violence and that when they do experience violence, adolescents rely on friends 
first for help and may initially seek mostly informal sources of support. 
 
4.2.1 Adolescent Communication 
A key cornerstone of all relationships is communication, yet little is known about 
what communication strategies young people use within conflict and argument 
situations in their relationships.  The analyses published in this body of work 
(publication 3) are among the first to explore with a high-school population whether 
various communication strategies are associated with relationship violence.  The 
literature review in this publication highlights that the existing research shows that 
verbal reasoning communication strategies (e.g. talking to partner to calm down 
situation, etc.) can help defuse conflict and the potential for violence, whereas 
escalating communication strategies which includes verbal aggression and 
controlling tactics has the potential to escalate conflicts to violence. Other 
communication strategies include conflict avoidance.  The literature also highlights 
that developmentally, adolescent communication may be very different from young 
adult communication patterns (see publication 3).  
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This body of work tested the role of communication in adolescent relationship 
violence among females by examining differences between the 15- to 19-year-old 
female adolescents (both a clinic and a high-school based sample) and 20- to 24-
year-old female young adults in from a clinic sample (Messinger et al., 2011).  
 
Findings indicate that in all samples, all communication strategies were used and 
received significantly more frequently (t test, p < .05) in violent relationships than 
nonviolent relationships. Importantly, contrary to what was hypothesised, no 
significant differences were found between the adolescent and young adult clinic 
samples in reported mean frequencies of communication strategies and violence. 
This suggests that aging may affect the motivations behind and perceptions of 
communication strategies more so than the frequencies with which those strategies 
are employed. 
 
Regarding the key predictors in these multivariate models, escalating strategies were 
positively associated with physical violence used and received in all three samples 
(adolescent clinic, adolescent high-school and young adult clinic), a finding 
replicated in other research on adolescents (Halpern et al., 2001).   These findings 
show that a one-unit increase in the amount of escalating strategies by either partner 
was associated with an increase in violence used by 13% to 20% and violence 
received by 20% to 23%.  
 
Some differences among samples emerged in relation to communication strategies. 
For the young adult clinic patients, avoidance used and received was associated with 
an increase in violence used (18%-20% per unit increase of avoidance), and 
reasoning used and received were associated with a decrease in violence received 
(9% per unit increase of reasoning). Conversely, for the adolescent patients, every 
unit increase of reasoning received was associated with a 7% decrease in violence 
used. This particular adolescent clinic sample result on reasoning—in only one 
sample and with a weak effect size—was the only to differentiate the two adolescent 
samples. Beyond this, the remaining results of the adolescent clinic sample were 
replicated with the adolescent school sample, with only escalating strategies (in all 
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models) predicting violence as presented in the published article included in this 
body of work.  
 
The results suggest that, once one reaches young adulthood, reasoning by either 
partner is not associated with violence by females but is predictive of a decrease in 
violence by their male partners. Future research should explore the qualitative use 
and interpretation of reasoning in relationships, with a strong focus on gender 
differences. As indicated by the two clinic samples, by young adulthood, temporary 
avoidance used and received may become a significant trigger to violence for 
women, which contradicts one of the few articles on this topic (Furman & Wehner, 
1997).  
 
Overall, these analyses show that certain communication strategies may be unique to 
adolescence and that data from young adults may not be a good proxy of what is 
happening in adolescent relationships. 
 
4.2.24 Nature of Help-Giving and Help-Seeking Behaviours 
A series of help-seeking and help-giving questions were asked in the ‘Partners and 
Peers’ study.  Findings show that of youth who had experienced relationship 
violence (physical and/or sexual), 61% (n=78) told someone about that violence. 
Among those who experienced relationship violence in their lifetime, male victims 
were significantly less likely than female victims to seek help (odds ratio (OR)=0.27, 
95% confidence interval (CI) 0.13–0.60). There were no other significant 
differences, besides gender, that predicted help-seeking behaviour by the respondent. 
This is consistent with other research findings that males are less likely to seek help 
than females (Ansara & Hindin, 2010).  This may be due in part to certain 
masculinity norms that inhibit help-seeking and reporting victimization in general or 
the lack of victim services designed specifically for men (Courtenay, 2003).  While 
this study asked measured gender differences, qualitative research would be helpful 
for understanding the gendered norms and contexts around help-seeking for males. 
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For those relationship violence victims who had disclosed, they were more likely to 
choose their friends for informal support echoing previous research findings (Ashley 
& Foshee, 2005; Ocampo et al., 2007; Weisz et al., 2007).  Of those that disclosed 
their experiences of relationship violence, a small percentage (12%, n=9) had only 
told an adult about the violence, nearly half (46%, n=36) had only ever told a friend 
but no adult, and 42% (n=33) had told both an adult and a friend. Additionally, the 
first person initially disclosed to was a friend for 72% of adolescents who had 
experienced relationship violence.  
 
Over a fifth (22%) of the students reported that they had a friend currently in a 
violent relationship (n=272). In terms of help-giving behaviours, adolescents 
responded to their friends’ situation in a variety of ways including talking with the 
friend about the violence (79%, n = 209), giving advice (82%, n =216), telling the 
friend to leave the partner (80%, n=209), talking directly to the friend’s partner about 
the violence (52%, n=137), telling the friend to talk to an adult about the violence 
(50%, n=134), and talking to an adult about the friend’s experience of violence 
(47%, n=124). Among the least commonly employed tactics were calling a hotline 
on behalf of the friend (14%, n=36) and advising the friend to call a hotline (19%, 
n=49). 
 
Very few adolescents gave only one form of help to their friends who were in a 
violent relationship, with the majority of adolescents (64%, n=169) providing all 
three types of help—talking to their friends, suggesting options to their friends, and 
taking action on behalf of or with their friends. 
 
Help-givers’ own histories of relationship violence and child sexual abuse were not 
significantly associated with any type of help-giving behaviour they provided to their 
friends. However, findings show that males were less likely than females to give all 
forms of help to their friends. After controlling for ethnicity and nativity, males were 
still significantly less likely to give all forms of help to their friends. Foreign-born 
adolescents were significantly less likely to talk to their friends and suggest options 
to their friends, but there was no significant difference regarding taking action on 
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behalf of, or together with, friends experiencing relationship violence. After 
adjusting for gender and nativity, Latinos were nearly twice as likely as non-Latinos 
(OR (95% CI)=1.91 (1.06, 3.46)) to take action to help to their friends, but no 
significant differences were found between these two groups regarding the other 
help-giving behaviours. 
 
Overall the findings suggest that adolescents are often first responders to their 
friends’ disclosures of relationship violence and that adolescents give various forms 
of support and help. 
 
4.3 Impact of Adolescent Relationship Violence and Non-partner Sexual 
Violence on Young People’s Health and Well-being 
Findings from the ‘Partners and Peers’ study highlight the significant impact of 
relationship violence and non-partner sexual violence on young people’s self-
reported health and well-being.  Several open-ended questions were also included in 
the study to gather young people’s own perceptions of the impact of violence on their 
lives.  
 
Multivariate analyses demonstrated that recent and prior experiences of relationship 
violence were associated with several health outcomes. Young people who reported 
receiving recent physical (AORs:1.5-1.7) and/or recent sexual (AORs:1.8-1.9) 
relationship violence as compared to those who had not, were significantly more 
likely to report high levels of physical and emotional discomfort (i.e., greater number 
of physical and emotional symptoms in the past month and year using the CHIP-AE 
scale). Young people who reported recent receipt of sexual relationship violence 
were 2.3 times more likely to report fair to poor health status. Similarly, those who 
reported ever experiencing physical (AORs: 1.7-2.0) and/or sexual (AORs: 1.8-2.6) 
relationship violence as compared to no lifetime relationship violence experiences 
reported both higher physical and emotional discomfort. 
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These findings highlight the significant impact of relationship violence on 
adolescents and echo findings from previous studies showing the short- and long-
term consequences on health and well-being of experiencing violence. 
 
4.4 Mapping Acute Care Services for Sexual Violence in NYC 
New York City has more Emergency Departments than other city in the United 
States – 63 at the time of the ‘How SAFE is NYC’ study.  This study mapped the 
specific services provided for patients reporting a sexual assault across five domains: 
medical care, forensic evidence collection, advocacy/information-giving and follow-
up care and quality assurance.  The key finding highlighted that which ED a patient 
presented at determined the level of services and quality of care provided (as 
measured against State and national protocols of best care service provision for 
sexual assault patients) and that specialised programmes are scattered across the city 
in no systematic way.  The Sexual Assault Forensic Examiner (SAFE) and Sexual 
Assault Response Team (SART) programmes surveyed offered the most 
comprehensive care to sexual assault patients in NYC’s emergency departments.  
These programmes all utilise specially trained doctors and nurses to conduct rape 
exams, were more likely to have specialised equipment, and reported providing more 
information and follow-care for patients than non-SAFE/SART EDs. 
 
Findings also highlighted that all public (city-run) hospitals surveyed provided 
comprehensive care for sexual assault patients in their EDs – half of these hospitals 
were SAFE Centres of Excellence at the time of the study.  This finding is not 
surprising as the public hospitals in NYC have been pioneers, alongside a few private 
hospital EDs, in providing specialised care for sexual assault patients in NYC. 
 
Emergency contraception and HIV post-exposure prophylaxis (PEP) is provided in 
nearly all EDs surveyed, regardless of whether they have a SAFE programme. 
 
Finally, there was mixed responses by ED Directors as to clinical decision-making 
standards used to determine whether an adult or child protocol is used.  Specialised 
SAFE programmes were more likely to use clinical judgement on a case-by-case 
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basis depending on the age/maturity of the patient and the specific details 
surrounding the case (chronic vs. acute assault), whereas EDs without a specialised 
programme were more likely to use a strict age cut-off (usually 18 years of age) for 
using the adult protocol. This finding suggests that adolescents, who through this 
body of work have been identified as particularly at risk for both relationship and 
non-partner sexual violence, may not be getting the best provision of care in acute 
hospital care settings. 
 
4.5 Survivors’ Perspectives on their Level of Satisfaction with Services in NYC 
The ‘Room of Our Own’ study examined survivors’ satisfaction with services 
(hospital, rape crisis, police and district attorney’s offices) they accessed in NYC 
after experiencing a sexual assault.  Overall, 79 survivors responded to the survey, 
though while a small number is still important for understanding survivors’ 
perspectives for service delivery improvements. This study included respondents of 
all ages but for nearly 60% of the sample, the sexual assault occurred and services 
were accessed when they were between the ages of 18-25. 
 
Survivors of sexual violence shared a range of experiences with service providers but 
a key finding indicates that overall they were most satisfied with the care they 
received at rape crisis programmes.  Many respondents indicated that they did not 
receive adequate care or follow-up from the hospital but those who attended a 
hospital with a Sexual Assault Forensic Examiner (SAFE) programme were more 
satisfied with the care they received than those who went to a hospital without a 
specialised programme.  Additionally, the presence of a volunteer victim advocate 
(most often associated with a rape crisis programme) at the hospital had a 
statistically significant impact on the survivors’ satisfaction with the care they 
received at the hospital.  
 
Overall, the respondents were either ‘satisfied’ or ‘very satisfied’ with their treatment 
by both uniformed offices (78%, n =25) and non-uniformed officers (57%, n =18).  
Twenty-five survivors gave recommendations for improving police services for other 
survivors including more training for police officers, providing referrals to other 
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services, to treat sexual assault as a serious crime, to ensure more privacy for 
survivors when talking about the assault and to have more female officers handling 
sexual assault cases. 
 
A much smaller percentage of the sample (34%, n =22) went to the District 
Attorney’s office after experiencing sexual violence. This smaller percentage is due 
to the fact that navigating the criminal justice process often occurs after a survivor 
has already accessed other services (such as hospital and police).  It is very rare that 
the criminal justice system is the first point of contact after a sexual assault.  
Respondents were asked what prevents survivors from seeking criminal justice 
services with four main themes emerging from their responses: the lack of 
information about the criminal justice process, that the perpetrator was never caught 
or charges were not filed against that person and difficulties in contacting the District 
Attorney’s office. 
 
While the findings from the ‘Partners and Peers’ study highlights that few survivors 
seek formal care, for those that do the quality of the care they receive and how they 
are treated is important for their recovery from the trauma of sexual violence.  What 
is clear from the ‘Room of Our Own’ study and how it adds to the body of work is 
that while many survivors are receiving adequate care in a respectful manner, many 
are not and are in fact being retraumatised by the very services set up to help them.  
There is also clearly a gap in provision of services and the quality of those services 




5. Recommendations for Response and Prevention 
The high prevalence of relationship violence and non-partner sexual violence among 
young people and young adults requires a comprehensive intervention and 
prevention response.  A summary of the recommendations arising from the body of 
work are presented below: 
 
1. Schools and programmes that work with young people should include a focus on 
primary prevention programming. 
 
Primary prevention focuses on examining and addressing the root causes of violence 
such that we can end violence before it ever occurs and prevent the negative health 
and well-being impacts of violence. Prevention programmes should take into account 
the nature of relationship violence and non-partner sexual violence and develop 
specialised programmes for young people (recognising their particular relationships 
and communication will be different than adult populations). 
 
2. Teens should have access to youth-friendly referral information, training and 
support.  
 
Given that teens disclose incidents of sexual and dating violence to friends first, 
providing them with referral information is key to helping them support each other. 
One such resource that I developed for the ‘Partners and Peers’ study is the NYC 
Teen Health Map, a subway map on one side and a service guide for youth on the 
other, which folds into a discreet card to be tucked into a wallet.  
 
3. Professionals should be trained on how to provide best care to young people and 
young adults who have experienced relationship violence or non-partner sexual 
violence and be provided with training on properly handle disclosures and further 
referring young people to services. 
 
Since many youth who have experienced relationship violence or non-partner sexual 
violence tell someone about that violence, it is imperative that all those who work 
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with young people are trained in how to properly handle disclosures and how to refer 
to further services. Proper responses to disclosures of violence require sensitivity and 
respect be given to the survivor. This training should be inclusive of several 
audiences: youth workers including afterschool programme staff; school staff 
including teachers, guidance counsellors, nurses, security guards, and janitors among 
others; and health professionals.  Furthermore, all sectors of formal services 
(hospital, rape crisis programmes, police and criminal justice) should be provided 




6. Contributions of the Body of Work 
Three of the six submitted publications have already been ranked internally as part of 
the Moray House School of Education’s 2013 REF submission and they have all 
been recognised as internationally excellent in terms of originality, significance and 
rigour. 
 
This body of work has had, and continues to have significant implications for 
practice in NYC. After completing the ‘How SAFE is NYC’ study, which 
highlighted the unequal care provided across New York City for acute violence 
patients, New York State laws for ambulance destination designation were changed.  
This came after collaboration with the Regional Emergency Medical Advisory 
Committee of the Regional Emergency Medical Services Council of New York City 
(REMAC/REMSCO), Fire Department of New York (FDNY), and the Mayor's 
Office.  Starting from 8 June 2008 sexual assault victims now have the choice of 
being transported to hospitals with specialised care and counselling (SAFE 
programmes).  In addition at the press conference for the research, the NYC mayor’s 
office committed to ensuring a geographic spread of SAFE services in NYC and in 
all public hospitals.  
 
This research also led to the development of the Health and Forensic Services 
Programme in collaboration with the New York Academy of Medicine and the 
Greater New York Hospital Association, which applies the public-private partnership 
approach to acute health care services for sexual assault patients. This public-private 
partnership approach involves cooperation among public and private sectors seeking 
to solve a shared problem and address a community need through a joint venture - 
ultimately benefiting the broader community. The SAFE NYC Initiative calls for 
universal access to patient-centred sexual assault acute health services for all sexual 
assault survivors in NYC. 
 
The ‘Partners and Peers’ study led to the development of a resource for young people 
called the New York City Teen Health Map.  Originally, an initiative to provide 
resources to the young people taking the school-based survey, I took the lead in 
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developing this resource for wider access.  This involved conducting an additional 
qualitative study with young people to develop and evaluate the resource. The New 
York City Teen Health Map is a foldable pocket-sized resource with a subway map 
on one side and a comprehensive list of services for young people experiencing 
violence on the reverse side.  Upon publication of the findings from the study, the 
New York City Department of Education ordered 40,000 New York City Teen 
Health Maps to distribute to young people throughout New York City schools. The 
school-based study findings also directly led the NYC Chancellor to change the 
disciplinary regulations in all New York City high schools in relation to adolescent 
relationship violence.  
 
6.1 My Contribution to Research and Published Body of Work 
 
It is very uncommon to have single authored papers in the field of violence research, 
which is often characterised by primary qualitative and quantitative research.  As 
specified in the PhD by Publications guidelines, I have made a major contribution to 
all of the work that has been produced by more than one author.  All of the co-
authors have agreed to the write-up of my contribution as highlighted below: 
  
Role in Research: 
1.     Partners and Peers Study: 
I was the co-PI for the study, which involved primary data collection at four high 
schools (sample size 1,312).  I led the study at three out of the four high schools with 
the Columbia University Centre for Youth Violence Prevention leading the study at 
the remaining high school.  Two of the schools utilised paper and pencil surveys and 
two schools used an electronic survey instrument.  I made a major contribution to 
survey development including leading on the non-partner sexual abuse questions and 
the help-giving and help-seeking questions; contributed significantly to the ethics 
review submission (from three institutions—led the Alliance ethics board and 
contributed to the Columbia University’s ethics Board and the NYC Department of 
Education); contributed to overseeing/piloting the Automated Computer Assisted 
Self Interviewing (ACASI) programming for electronic versions of the survey; led 
the translation and back-translation into Spanish and Chinese of the surveys, 
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developed parent letters and consent forms; led the piloting of the survey with young 
people in three of the high schools; worked with the schools to obtain parental 
passive consent and youth assent to participate in the study; made a major 
contribution towards collecting the data in three of the four schools; managed the 
data entry for all the paper surveys; cleaned the data; contributed to analysing the 
data; lead the report writing and presented data at a press conference and follow-up 
meetings with the Department of Education on the findings of the study. 
 
2.     How SAFE is NYC Study: 
I was PI of the study ‘How Safe is NYC’ which comprehensively mapped service 
provision for sexual assault survivors in 39 emergency departments (EDs) across 
NYC.  I lead in development of the study coordinating three advisory groups of 
professionals (researchers, police and assistant district attorneys, and health 
professionals) to develop and pilot the survey instrument. I was responsible for data 
collection, data entry, data cleaning and analysis and report writing and working with 
the media, local government and state officials to disseminate and translate findings 
into local procedures and state law.  
  
3.     A Room of Our Own Study: 
In addition, I was the PI on a study titled A Room of Our Own: Survivors Evaluate 
Services, which was the first ever city-wide report that includes the survivor 
perspective in both the experiences of services and in the recommendations for 
service improvement.  I led the development of the electronic database and layout, 
the piloting of the survey in different browsers, operating systems, internet service 
providers, etc. and the migration of the database into SPSS; obtaining ethical review 
board approvals; piloting, recruitment of participants, data analysis and report 
writing. 
  
Role in Writing: 
I have either led or made a major contribution to all of the work that has been 
produced by more than one author. 
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1. ‘Partners and Peers’ report: lead author and made a major contribution in 
writing of all chapters, tables, text boxes, graphs and appendices. 
2. ‘How SAFE is NYC’ report: sole author. 
3. ‘A Room of Our Own’ report: sole author. 
4.  Revisiting the Role of Communication in Adolescent Intimate Partner 
Violence. Journal of Interpersonal Violence – as co-PI of this study made a 
major contribution to the data collection of the high school sample and 
developing analytical frameworks, made a significant contribution to writing 
the literature review and discussion section. 
5. Adolescent Relationship Violence: Help-Seeking and Help-Giving 
Behaviours among Peers. Journal of Urban Health – lead author, led on the 
conceptualisation and development of the analytical framework for the paper, 
made a major contributing to the writing of all sections of the article. 
6. Sexual Assault Victimization Across the Lifespan: Rates, Consequences and 
Interventions for Different Populations. Victims of Crime, RC Davis, A. 
Lurigio & S. Herman, editors, 3rd edition. London: Sage – made a major 
contribution to the research on and writing of all sections of this book chapter 
including sexual violence across the lifespan, research, policy and practice 







This coherent body of research highlights the need for practitioners, policymakers 
and researchers to better understand the nature of relationship violence and non-
partner sexual violence among young people and young adults in New York City in 
order to develop evidence-informed programmes and policies for prevention and 
response. 
 
This body of work consists of research to explore the ‘missing middle’ of 
adolescence – a group that sits at the thresholds between adult and child studies and 
the implications for this in research, policy and practice.  This body of work clearly 
articulates that adults are not good proxies for adolescents and that more research is 
needed to understand better the context of relationships and violence within this age 
range.  This work also shows that this age group may be missed in services because 
they sit between these two very different service provision groups (those that focus 
on adults and those that focus on children). 
 
Results from this body of work can be used by researchers and those working with 
young people to further understand the predictors shaping relationship violence and 
non-partner sexual violence.  Data from this body of work push the discourse 
forward on the nature and impact of relationship violence and non-partner sexual 
violence including communication in adolescent and young adult relationships, help-
giving among peers and the types and nature of violent relationships. Given these 
findings, future empirical and policy-oriented work should continue to explore how 
these issues are affected by life transitions between adolescence and young 
adulthood. 
 
This body of work also provides ample evidence for designing and improving 
services for survivors of violence in NYC and highlights the particular 
considerations that should be given to best caring for young people and young adults 
who use and receive violence in their relationships and for those that experience non-
partner sexual violence. 
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Appendix 2: Summary of Validated Instruments Used in Body of Work 
Measures Purpose 
Specifics of Instrument 


















25 questions with five 
subscales: 
-Sexual abuse subscale (four 
questions) 
-Threatening behaviour 
subscale (four items) 
-Relational aggression (three 
items) such as ‘He/she tried to 
turn my friends against me’, 
etc. 
-Physical abuse (four items) 
-Emotional and verbal abuse 
(ten items) 






of new scales and 
the creation of 
dichotomous 
variables. 
Partners and Peers 
study to fulfil 
objective 1 on 
prevalence 
Sexual abuse 
 α = .51 
Threatening 
behaviour 
α = .66 
Verbal and 
emotional abuse 
α = .82 
Relational 
aggression 
α = .52 
Physical abuse 
α = .83 
Wolfe, D. A., Scott, K., 
Reitzel-Jaffe, D., 
Wekerle, C., Grasley, 
C., & Straatman, A. L. 
(2001). Development 
and validation of the 
Conflict in Adolescent 








Specifics of Instrument 













23 questions with three 
subscales: 
-Physical abuse subscale (ten 
questions) 
-Sexual abuse subscale (two 
questions) 
-Verbal abuse subscale (ten 
questions) 
Respondents were asked how 
often in their lives (ranging 
from “never” to “4 or more 
times”) a current or previous 
partner had used physical 
relationship violence against 
them (e.g., “Slapped or hit 
you,” “Punched you,” 
“Choked you”) and sexual 
relationship violence against 
them (e.g., “Tried to force you 
into sexual activity,” “Raped 
you”). 
For the purpose of 
analyses, the scale 
was followed. 
Partners and Peers 
study to fulfil 
objective 1 on 
prevalence 
DVI overall  
α = .90 
Physical abuse 
α = .84 
Verbal abuse 
α = .90 
 
Symons, P.Y., Groer, 
M.W., Kepler-
Youngblood, P., and 
Slater, V. (1994). 
Prevalence and 
predictors of adolescent 
dating violence. J Child 
Adolesc Psychiatr 












Measured using question 703 
from the WHO multicountry 
study asks about both use and 
receipt of ‘tries to keep you 
from seeing your friends’, 
‘tries to restrict contact with 
your family’, ‘insists on 
knowing where you are at all 








Partners and Peers 
study to fulfill 
objective 1 on 
prevalence 
N/A Garcia-Moreno, C., 
Jansen, H. A., Ellsberg, 
M., Heise, L., & Watts, 
C. WHO multi-country 
study on women’s 
health and domestic 
violence against 
women: Initial results 
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Measures Purpose 
Specifics of Instrument 
Recoding Related Study & 
Study Objective 
Reliability Citation 
times’, ‘ignores you and treats 
you indifferently’, ‘gets angry 
if you speak to another 
man/woman’, ‘is often 
suspicious that you are 
unfaithful’ with two additional 
researcher developed 
questions about the partner (or 
respondent) checking the other 










(coded 1) or not 
(coded 0). 
 










Questions from YRBS taken 
on youth violence: 1. During 
the past 30 days, on how many 
days did you not go to school 
because you felt you would be 
unsafe at school or on your 
way to or from school? 
(missed school)  
2. During the past 30 days, on 
how many days did you carry 
a weapon such as a gun, knife, 
or club? (Carrying a weapon)  
3. During the past 12 months, 
how many times has someone 
threatened or injured you with 
a weapon such as a gun, knife, 
or club? (Threatened/injured 








injured with a 
weapon’, 
‘participated in a 
fight’ and ‘gang 
membership’ 
Partners and Peers 
study to fulfill 
objective 2 on the 
nature and impact 
Used individual 
questions  
New York City 
Department of Health 
and Mental Hygiene, 
Department of 
Education, & National 
Centers for Disease 
Control and 
Prevention. (2007). 
New York City Youth 











Specifics of Instrument 
Recoding Related Study & 
Study Objective 
Reliability Citation 
4. During the past 12 months, 
how many times were you in a 
physical fight? (Participated in 
a fight)  
5. At any time during the past 
12 months, have you been a 
member of a gang? (Gang 
membership)  
 
Youth risk behavior 
surveil- lance: United 
States, 2005. Morbidity 














‘Partners and Peers’ utilised 
the following subscales of the 
CHIP-AE:  satisfaction with 
health, physical discomfort, 
self-esteem and emotional 
discomfort as well as several 
items from the resilience 
subscale. 
Coded according 
to the scales. 
Partners and Peers 
study to fulfill 
objective 2 on the 
nature and impact 
Satisfaction with 
health and self-
esteem (12 items)  
α = .89 
Discomfort (45 
items) α = .89 
Resilience (32 
items) α = .78 
Riley, A.W., Green, B., 
Forrest, C.B., Starfield, 
R., Kang, M., and 
Ensminger, M. (1998). 
A taxonomy of 
adolescent health: 
Development of the 
adolescent health 
profile types. Medical 










of child sexual 
abuse 
The questions were preceded 
in the survey by a definition of 
sexual abuse. Respondents 
were then asked in five 
separate items which expands 
on the two item Family Abuse 
scale, “How often in your life 
has...your parent sexually 
In analyses, child 
sexual abuse was 





Partners and Peers 
study to fulfill 
objective 1 on 
prevalence 
Family abuse scale 
α = .65  
Symons, P.Y., Groer, 
M.W., Kepler-
Youngblood, P., and 
Slater, V. (1994). 
Prevalence and 
predictors of adolescent 
dating violence. J Child 
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Measures Purpose 
Specifics of Instrument 
Recoding Related Study & 
Study Objective 
Reliability Citation 
abused you or forced you to 
have sex...a family member 
other than a parent sexually 
abused you or forced you to 
have sex...an older 
acquaintance (such as a family 
friend, teacher, minister, 
neighbor, etc.) sexually 
abused you or forced you to 
have sex...someone else your 
age who you knew but was not 
your partner sexually abused 
you or forced you to have 
sex....and a stranger sexually 
abused you or forced you to 
have sex?” Response 
categories ranged from 
“never” to “4 or more times.”  
either having 
experienced at 
least one child 
sexual abuse 
incident or not. 
 
Adolesc Psychiatr Nurs 















Appendix 3: Summary of Newly Developed Scale Measures in the Body of Work 
Measures Purpose Construction of Measure Reliability Construct Validity 
Verbal reasoning 
used 
Used in multivariate 
models related to 
adolescent 
communication and 
violent behaviours in 
relationships 
Verbal reasoning was developed using six items 
from the CADRI on using the following 
strategies during a conflict or argument with the 
respondent’s partner in the last year: “I told him 
that I was partly to blame,” “I agreed that he 
was partly right,” “I gave reasons why I thought 
he was wrong,” “I offered a solution that I 
thought would make us both happy,” “I 
discussed the issue calmly,” and “I told him 
how upset I was.” 
 
Young adult Clinic 
sample (YAC):  = .86 
Adolescent clinic sample 
(AC):  = .78 
Adolescent School 










Used in multivariate 
models related to 
adolescent 
communication and 
violent behaviours in 
relationships 
Verbal reasoning received was developed using 
the same six items as ‘Verbal reasoning used’ 
and measures the extent to which the 
respondent’s partner used these strategies 
towards the respondent during a conflict or 
argument in the last year. 
YAC:  = .84 
AC:  = .79 










Used in multivariate 
models related to 
adolescent 
communication and 
violent behaviours in 
relationships 
Conflict avoidance used was developed with 
two items from the CADRI instrument: “I left 
the room to cool down,” and “I put off talking 
until we calmed down.” The type of avoidance 
referred to by these two items is not permanent 
but temporary, the purpose of which 
presumably is to dampen tensions and allow the 
YAC:  = .64 
AC:  = .61 
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Measures Purpose Construction of Measure Reliability Construct Validity 








Used in multivariate 
models related to 
adolescent 
communication and 
violent behaviours in 
relationships 
Conflict avoidance received uses the same two 
items as ‘conflict avoidance used’ but instead 
measures the respondent’s receipt of these 
strategies used by their partner during a conflict 
or argument in the previous year. 
YAC:  = .66 
AC:  = .64 










Used in multivariate 
models related to 
adolescent 
communication and 
violent behaviours in 
relationships 
Escalating strategies was operationalised as 
using any combination of movement-restricting 
strategies: “I accused him of flirting with 
someone else” or “I kept track of who he was 
with and where he was” as well as and verbally 
aggressive strategies: “I threatened to end the 
relationship,” “I did something to make him feel 
jealous,” “I said things just to make him angry,” 
“I spoke to him in a hostile or mean tone of 
voice,” “I insulted him with put-downs,” “I 
ridiculed or made fun of him in front of others,” 
“I blamed him for the problem,” and “I brought 
up something bad that he had done in the past.” 
 
YAC:  = .89 
AC:  = .86 









Appendix 3: Summary of Newly Developed Scale Measures in the Body of Work 
Measures Purpose Construction of Measure Reliability Construct Validity 
Escalating 
strategies received 
Used in multivariate 
models related to 
adolescent 
communication and 
violent behaviours in 
relationships 
‘Escalating strategies received’ uses the same 
ten items as the ‘escalating strategies used’ but 
instead measures the respondent’s receipt of 
these strategies as done by a partner during a 
conflict or argument in the previous year. 
YAC:  = .90 
AC:  = .86 










Used in multivariate 
models related to 
adolescent help-giving 
Suggesting options to their friend as a help-
giving subscale was assessed through four items 
asking, “Have you given this friend advice?,” 
“Have you told him/her to call a hotline?,” 
“Have you told him/her to talk to an adult?,” 
and “Have you told him/her to leave this 
partner?” 
 









Used in multivariate 
models related to 
adolescent help-giving 
Taking action on behalf of or with the victim 
was assessed through four items asking, “Have 
you called a hotline to figure out how to help 
your friend?,” “Have you gone with your friend 
to get some help like at a clinic?,” “Have you 
talked to the partner directly about his/her 
violence?,” and “Have you talked to an adult 
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Appendix 4: Summary Overview of Data Analyses Conducted in the Body of Work 
Purpose of Analysis or Hypothesis Tested Analysis Conducted Notes on Choice of Analysis and 
Variables 
Associated Publication 
To explore the distribution, frequency and other 
key descriptive statistics of all the quantitative 
data. 
Univariate analyses 
conducted for all variables 
Univariate analyses were conducted first 
for all questions of interest in order to 
determine appropriate statistical analyses 
for further exploration. 
Publications 2-6,  
To explore the self-reported functional health 
status of adolescents who use or receive violence 
in their current relationship or who have ever 
received violence in a relationship  
Multivariate regression 
analysis  
Controlling for potential confounders 
(gender, ethnicity, country of birth, and 
non-partner sexual abuse). 
Publication 2 
Hypothesis: Escalating strategies used and 
avoidance and reasoning received affect physical 
violence used by young women 
Negative binomial 
regression 
Negative binomial regression is suited for 
dependent variables measuring an event 
frequency for which the probability of 
occurrence shifts over time.  This model 
was run with the young adult clinic 
subsample No. 1, adolescent clinic 
subsample No. 1, and adolescent school 
subsample No. 1 (violence used by the 
women). 
Publication 3 
Hypothesis: Escalating strategies used and 




Each use-receipt communication variable 
set was split into separate models for 
multivariate analysis due to strong 
multicollinearity within each set (within-
set correlations: young adult clinic sample, 
r = .73-.88; adolescent clinic sample, r = 
.63-.89; adolescent school sample, r = .71-
.87) and far lower correlation coefficients 
for bivariate associations across strategy 
types. This model was run with the young 
Publication 3 
! 71!
adult clinic subsample No. 2, adolescent 
clinic subsample No. 2, and adolescent 
school subsample No. 2 (violence received 
by the women). 
 
Hypothesis: Escalating strategies received and 




This model was run with the young adult 
clinic subsample No. 1, adolescent clinic 
subsample No. 1, and adolescent school 
subsample No. 1 (violence used by the 
women). 
Publication 3 
Hypothesis: Escalating strategies received and 




This model was run with the young adult 
clinic subsample No. 2, adolescent clinic 
subsample No. 2, and adolescent school 




To determine if the odds of disclosing 
relationship violence or non-partner sexual 
violence to anyone by the time of the survey was 




These analyses were conducted in a 
bivariate rather than multiple variable 
regression analysis due to the smaller 
model sample sizes. 
 
Publication 4 
To determine if the odds of who was disclosed to 
first, a friend or an adult, was associated with 
gender, Latino ethnicity, or nativity. 
Bivariate logistic 
regression 
These analyses were conducted in a 
bivariate rather than multiple variable 
regression analysis due to the smaller 
model sample sizes. 
 
Publication 4 
To determine if gender, Latino ethnicity, or 
nativity was associated with the odds of ever only 
disclosing relationship violence or non-partner 
sexual violence to friends by the time of the 
survey, relative to ever disclosing to any adult. 
Bivariate logistic 
regression 
These analyses were conducted in a 
bivariate rather than multiple variable 
regression analysis due to the smaller 





To determine whether the help-giver’s history of 
child sexual abuse or dating violence 
victimisation was associated with talking with 
their friend, suggesting options, and taking action 




These analyses were conducted in a 
bivariate rather than multiple variable 
regression analysis due to the smaller 
model sample sizes. 
 
Publication 4 
To explore whether gender, Latino ethnicity, and 
nativity were associated with talking with their 
friend, suggesting options, and taking action with 
or on behalf of their friend in a violent 
relationship.  
Multiple variable logistic 
regression 
Since the help-giver’s personal 
experiences of child sexual abuse and 
dating violence victimisation were not 
significant predictors of help-giving 
behaviors in the bivariate analyses, they 
were not included in the multiple variable 
regression model in the interest of model 
parsimony and statistical power. 
Publication 4 
To explore the differences between public and 
private hospitals and between SAFE Centers and 
non-SAFE hospitals on the services offered 
Independent t-test To test differences in the means. Publication 5 
To explore the differences between emergency 
department located in different boroughs of NYC 
and the services offered 
ANOVA To test differences between borough 
means.  Further examination of differences 
was conducted using Tukey’s Ad hoc 
comparison with equal variances assumed. 
Publication 5 
To determine what difference, if any, exists 
between the ED Director and ED clinician 
responses on the services provided  





Appendix 5: Summary Overview of Missing Data for Key Analyses 
Paper No. 
Missing Data on Key Variables 
Pattern of Missingness How Missing Data was Handled 
3 There were no missing data in the adolescent & young adult 
clinic samples. In the adolescent school sample, there were 
missing cases for  
-physical violence used (n = 1)  
-physical violence received (n = 34),  
-reasoning used (n = 17)  
-reasoning received (n = 41),  
-avoidance used (n = 7)  
-avoidance received (n = 38),  
-escalation used (n = 30)  
-escalation received (n = 44),  
-experiencing child sexual abuse (n = 14),  
-relationship importance (n = 4)  
-relationship length (n = 2),  
-times pregnant (n = 13),  
-race-ethnicity variables (n = 59) 
-months exposed to the CADRI time frame (n = 12). 
Missing at Random (MAR), 
with missingness on several of 
the communication variables 
significantly associated with 
lower mean scores on other 
communication and violence 
variables (t tests, p < .05) 
1. Pairwise deletion of missing 
cases for bivariate descriptive 
analysis of the adolescent school 
data 
 
2. To account for patterns of 
missingness in multivariate analysis 
of the adolescent school sample, 
multiple imputation was used with 
five iterations generated for each 
model analyzed, each time using all 
the variables for that given model 
during the imputation process 
4 Of the full sample of 1,312 respondents, minimal data were Of the variables with the Given that little data were missing, 
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Appendix 5: Summary Overview of Missing Data for Key Analyses 
Paper No. 
Missing Data on Key Variables 
Pattern of Missingness How Missing Data was Handled 
missing on  
-gender (missing n=1),  
-Latino ethnicity (n=2),  
-national origin (n=7),  
-age (n=6),  
-history of child sexual abuse (n=41),  
-help-seeking variables (n=40),  
-whether the respondent ever had a friend in a violent 
relationship (n=58).  
Of those who reported having a friend in a violent 
relationship, few respondents did not complete the help-giving 
items on  
-talking to their friend (n=6),  
-suggesting options (n=10),  
-taking action (n=9).  
- only two respondents did not complete all of the survey 
items on lifetime physical and sexual relationship violence 
victimization history 
greatest missing data (child 
sexual abuse, help-seeking, 
and having a friend disclose 
relationship violence), two 
thirds of respondents had 
missing data on only one of 
these variables. Males were 
significantly less likely than 
females to answer the help-
seeking items and the item 
regarding whether a friend had 
disclosed relationship 
violence.  
listwise deletion of missing cases 
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Across the Life Span
Rates, Consequences, and 
Interventions for Different Populations
C H R I S  S .  O ’ S U L L I V A N
D E B O R A H  F R Y
Sexual violence represents a large publichealth problem across the globe. Sexual
violence is defined as
any sexual act, attempt to obtain a sexual act,
unwanted sexual comments or advances, or
acts to traffic, or [acts] otherwise directed,
against a person’s sexuality using coercion,
by any person regardless of their relationship
to the victim, in any setting, including but not
limited to home and work. (WHO, 2002)
In one year alone in the United States, there
were 209,880 victims aged 12 and older of
rape, attempted rape, or sexual assault accord-
ing to the National Crime Victimization Survey
(NCVS; Catalano, 2005). Through a quasi-
experimental design, however, Fisher, Cullen,
and Turner (2000) found that the NCVS
methodology leads to an undercount of sexual
assaults. The National Violence Against Women
Survey (NVAWS; Tjaden & Thoennes, 2000)
found that 15% of U.S. women over the age of
17 reported having been raped.
Younger women are particularly vulnera-
ble. A survey conducted with a randomly
selected national sample of college women
(Fisher et al., 2000) found a victimization
rate of 28 rapes per 1,000 female students in
just over six months. Because some women
were victimized more than once in this
period, the incidence was higher than the
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prevalence. Twenty-three percent were raped
more than once. The study estimated that
over the course of a college career (which
now lasts an average of five years), between
one fifth and one fourth of college women
may experience completed or attempted rape.
Internationally, up to one third of adolescent
girls report that their first sexual experience
was forced (WHO, 2002).
Childhood is also a time of high risk for
sexual assault, especially for boys. The
NVAWS found that 22% of female victims of
sexual assault and 48% of male victims were
under the age of 12 when they were first
raped (Tjaden & Thoennes, 2006). (Note
that the survey conducted from 1994 to 1996
is referred to as the National Violence
Against Women Survey, but the sample
included random samples of 8,000 women
and 8,000 men.)
Contrary to the image of the rapist lurking
in the shadows to surprise and victimize a soli-
tary stranger, two thirds of the rapes of victims
over the age of 12 were committed by some-
one known to the victim. A friend or acquain-
tance of the victim committed nearly half the
rapes (Catalano, 2005). Men are more likely
to be raped by strangers (29%) than women
(17%; Tjaden & Thoennes, 2006). Attackers
of college women are even more likely to be
known to the victim: The National College
Women Sexual Victimization Survey (Fisher 
et al., 2000) found that 90% of the offenders
were known to their victims.
Rapes of women by male intimate partners
are a global problem. In a 10-country study
of violence against women, the World Health
Organization (WHO) found that rates of
sexual violence perpetrated by male partners
ranged from a low of 6% in Japan to a high
of 59% in Ethiopia (WHO, 2005). The
WHO study provides one of the first cross-
country examinations of patterns of partner
violence. In most of the countries in the study,
30% to 56% of women who had experienced
any violence by an intimate partner reported
both physical and sexual violence (WHO,
2005). This pattern did not hold true for all
sites, however: Across Thailand and in
provincial Bangladesh and Ethiopia, a large
proportion of women experienced sexual vio-
lence only.
This chapter will review research findings
on sexual victimization of children, adoles-
cents, and adults. It will cover the emerging
topics of commercial sexual exploitation of
children, sex trafficking, rape by intimate part-
ners, and prison rape. It will conclude with
recommendations for future research and
new directions in practice.
SEXUAL VIOLENCE FROM
INFANCY TO ADULTHOOD
Sexual Abuse of Children
Although the maximum age varies across
definitions, child sexual abuse is generally
defined as unwanted sexual activity with a
child from birth to 14 years old, or sexual
activity with a person 5 years or more older
than the child. In 2000, the rate of substanti-
ated sexual abuse for children under the age
of 3 was 15.7 victims per thousand. Unlike
other forms of child abuse, child sexual abuse
is more often perpetrated against girls than
boys. In a retrospective study, Finkelhor,
Hotaling, Lewis, and Smith (1990) estimated
that 27% of American women and 16% of
men had been sexually abused as children;
the median age of the children at the time of
the abuse was between 9 and 10 years old.
Girls are more at risk of sexual victimization
than boys at any age, but the age of highest
risk for boys is in childhood, whereas for
girls it is more evenly distributed into young
adulthood, although peaking in adolescence.
In the NVAWS, among male respondents
who had ever experienced rape or attempted
rape, 71% were younger than 18 when they
were first sexually assaulted, and 48% were
younger than 12 years old.
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Like adults, juveniles (birth to 17 years of
age) are most often sexually assaulted by
someone they know: acquaintances—such as
family friends, neighbors, and baby-sitters—
commit 59% of rapes of children. Juveniles,
however, are more likely than adults to be
assaulted by relatives: Family members
commit 34% of child rapes (Snyder, 2000).
Perpetrators are overwhelmingly male,
whether the victim is a boy (86% male per-
petrators) or a girl (94% male perpetrators).
Children with disabilities (both physical and
cognitive) are believed to be more vulnerable
to sexual abuse.
Child sexual assault cases represent over
one third of sexual assaults reported to law
enforcement: According to the FBI’s National
Incident Based Reporting System, from 21
states from 1991 to 2000, 34% of sexual
assault victims are younger than 12 years old,
and 14% are younger than 6 years old. Still,
sexual assaults of child victims can be diffi-
cult to substantiate. Children often do not
disclose sexual abuse because they believe the
situation is normal, blame themselves, are
afraid of the consequences, and/or feel they
will not be believed. These barriers to report-
ing are often reinforced by the perpetrator.
Physical signs of sexual abuse may not be
apparent, although when there is investiga-
tion, detection has improved.
Emotional and Physical Impact
Observable signs of sexual abuse in
children include agitation, frightening dreams,
and age inappropriate sexual behavior.
Symptoms include depression to the point of
suicidality, even in children as young as four
years old; withdrawal; and traumatic stress
(Boney-McCoy & Finkelhor, 1995). Boys
who have been sexually violated are more
likely than girls to act out with aggressive and
cruel behavior. (Seventy-six percent of incar-
cerated male serial rapists claim to have been
sexually abused as children.)
The psychological effects of childhood
sexual abuse may be manifested in adoles-
cence and early adulthood in the form of
delinquency, multiple sexual partners, and
suicide attempts. These effects persist into
adulthood, including a higher rate of sub-
stance abuse, particularly alcohol abuse, and
eating disorders; multiple consensual sexual
partners with attendant risks of sexually
transmitted diseases (STDs); depression;
dissociation; problems forming relationships;
and educational underachievement and
underemployment. There is also a high risk
for revictimization (see Daigle, Fisher, &
Guthrie, in this volume). Survivors of child-
hood sexual abuse not only exhibit lasting
psychopathology but also continue to seek
psychological treatment.
Not only is child sexual abuse, especially
incest, hidden within the family, but for many
decades it was also hidden from awareness of
professionals and the criminal justice system
by Freudian theory, which attributed memo-
ries of incest to Oedipal longings. Several
books altered that awareness, including
Geoffrey Masson’s questioning of the develop-
ment of Freud’s own views of the reality of
these memories (1984), and research by Judith
Herman (Father-Daughter Incest, 1981) and
Diana Russell (The Secret Trauma: Incest in
the Lives of Girls and Women, 1986). The
trauma from incest and child sexual abuse was
persuasively and influentially described in
Judith Herman’s Trauma and Recovery
(1992b), which quickly became a classic for
therapists. There is still much controversy sur-
rounding the question of “recovered memo-
ries” of childhood sexual abuse, however.
Continuing research on child sexual abuse
and trauma has been led by John Briere (cf.
Briere & Runtz, 1990) and David Finkelhor,
and Angela Browne has focused on lasting
effects into adulthood, particularly among
poor, homeless, and incarcerated women.
Finkelhor and Browne developed the “trau-
mogenic” model of childhood sexual abuse
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(1985). According to this model, there are
four dynamics that result from sexual abuse
of young children: (1) traumatic sexualiza-
tion (which may take two pathways: avoid-
ance of sex and heightened interest in sex);
(2) betrayal, because the perpetrator is usu-
ally a trusted adult; (3) powerlessness; and
(4) stigmatization, which leads the child to
feel different, damaged, and inherently bad.
More severe abuse, as defined by sexual con-
tact involving penetration (i.e., rape), greater
use of force and threats, and injury, has been
found to be associated with more symptoms.
Other factors that increase the probability
of traumatic stress symptoms and psy-
chopathology include longer duration of the
abuse or repeated assaults and a closer rela-
tionship with the perpetrator. Adults are
more likely to be symptomatic if these char-
acteristics pertained to their childhood abuse.
Researchers at the University of Wisconsin,
Yale, and in London have been investigating
the environmental and genetic factors associ-
ated with “resilience”: A minority of adults
who experienced severe sexual abuse in child-
hood do not suffer from depression, drug
addiction, and problems with trust. There
appear to be both biological and social fac-
tors (e.g., the presence of a supportive adult)
that are protective (Bazelon, 2006).
Sexual Victimization of Youth
Youth is generally defined as the age range
from 10 to 24, with subcategories of adoles-
cence, ranging from 10 to 19 years old,
teenage years ranging from 13 to 19, and
young adults from 20 to 24 years old (UN,
2006). Although there may be differing con-
ceptualizations of this life stage, there is no
dispute that sexual violence disproportionately
affects women in these age ranges. The NCVS
indicated that adolescent females ages 16–19
are four times more likely than the general
population to experience sexual assault, rape,
and attempted rape (Rennison, 2002).
Increasingly, studies have shown that many
girls’ first sexual encounter is forced. In a mul-
ticountry study in the Caribbean, nearly half
of sexually active adolescent women reported
that their first sexual encounter was forced
(Halcón, Beuhring, & Blum, 2000). Likewise,
in Lima, Peru, nearly 40% of young women
reported forced sexual initiation as compared
to only 11% of the young men (Caceres,
Vanoss, & Hudes, 2000). Recent research has
focused on sexual violence in young people’s
dating relationships. One study found that one
in five female high school students reported
experiencing physical and/or sexual violence
from a dating partner (Silverman, Raj, Mucci,
& Hathaway, 2001). The National Center for
Juvenile Justice estimates that in two thirds of
sexual assaults reported to law enforcement
agencies in the United States, the victim was
under the age of 18 at the time of the crime.
These numbers are surprising given that
reported violence is often just the tip of the ice-
berg. Sexual violence is often referred to as a
“hidden crime” or “silent epidemic” because
rape and sexual assault are so frequently not
reported to the police and other authorities
(Harner, 2003). Adolescents are particularly
likely to hide a rape if they were intoxicated or
engaged in other illegal or unapproved behav-
ior. Fisher et al. (2000) noted that, of college
women who described experiencing a sexual
act that meets the legal definition of rape, fewer
than 47% defined the experience as rape.
Sexual Violence Against 
Homeless Youth
Homeless youth are one of the most
vulnerable populations (Ensign & Santelli,
1998). It is estimated that nearly 2 million
youth are homeless in the United States (Rew,
Taylor-SeeHafer, & Fitzgerald, 2001).
Homeless youth include runaways, who have
left their homes without permission; “throw-
aways,” who have been forced to leave home;
and “street-involved” youth, who spend most
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of their time on the street with peers and may
have a home to which they can return (Rew
et al., 2001). In addition to increasing risk of
sexual victimization, homelessness is also a
result of sexual violence. Abuse in the family
is often pivotal in the decision to run away
(Molnar, Shade, Kral, Booth, & Watters,
1998; Rew et al., 2001). Sexual minority
youth (homosexual, bisexual, and transsex-
ual) are particularly likely to be thrown out of
their homes by their parents.
Rates of prior sexual abuse among home-
less youth range from 32% to 60% (Noell,
Rohde, Seeley, & Ochs, 2001; Rew et al.,
2001; Tyler & Cauce, 2002). As with all
sexual victimization of children, perpetrators
were most likely to be nonfamily adults (58%)
or a nonparent relative such as an older sib-
ling or uncle (25%). Biological parents (10%),
stepparents, and foster or adoptive parents
(7%) were least likely to be the perpetrators
of sexual abuse (Tyler, Whitbeck, Hoyt, &
Cauce, 2004). Among homeless youth, girls
experienced higher rates of sexual abuse than
boys before leaving home, and sexual minority
youth experienced higher rates of both physical
and sexual abuse than heterosexual youth. A
very high percentage (92%) of the homeless
youth had told someone about experiencing
sexual abuse.
After they leave home, sexual victimization
of homeless youth remains higher than for
their peers. Tyler and colleagues (2004) found
that 23% of homeless girls and 11% of home-
less boys had experienced sexual victimization
at least once since being on the street. In part,
this increased risk can be attributable to the
higher rate of sexual assault of the previously
victimized: Experiences of sexual abuse and
combined physical and sexual abuse prior to
becoming homeless were precursors to on-
street rape (Ryan, Kilmer, Cauce, Watanabe, &
Hoyt, 2000). In addition, there are risks in
homelessness and the associated lifestyle.
Several studies have found that approximately
25% of homeless youth engage in survival
sex, that is, trading sex for food, shelter, or
money, increasing their vulnerability to sexual
assault (Greene, Ennett, & Ringwalt, 1999;
Kipke, Simon, Montgomery, Unger, & Iversen,
1997; Kral, Molnar, Booth, & Waters, 1997).
Females were most often victimized by male
acquaintances (41%), then by male strangers
(34%), and by male friends (23%). In con-
trast, homeless male youth reported being
sexually victimized most often by strangers
(56%), then by acquaintances (32%). Similar
to females, 71% of the young men reported
experiencing sexual victimization at the hands
of other males (Tyler et al., 2004). Compared
to other homeless youth, those who have been
sexually abused report higher rates of suicide
attempts, abuse of alcohol and drugs, and
negative coping strategies (Cohen, Spirito, &
Brown, 1996; Molnar et al., 1998; Rew et al.,
2001; Rotheram-Borus, Mahler, Koopman,
& Langabeer, 1996).
Sexual Victimization in Adulthood
The WHO Report on Violence and Health
compiled several studies of the prevalence
of sexual assault of adults across countries.
The estimates range from less than 2% of the
entire population in La Paz, Bolivia, and
Beijing, China, to 5% or more in Tirana,
Albania, and Rio de Janeiro, Brazil (WHO,
2002). In the United States, more than
300,000 women (0.3%) and more than
90,000 men (0.1%) reported being raped in
the previous year. One in 6 women (17%)
and 1 in 33 men (3%) reported experiencing
an attempted or completed rape at some
point during their lifetime: American Indian
and Alaskan native women were more likely
than other racial/ethnic groups to be raped.
This finding is consistent with other research
showing this group to experience more vio-
lent victimizations other than rape (Tjaden &
Thoennes, 2000).
Nearly a third of the women and half as
many men were injured during their most
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recent rape, but most of the injuries were
minor—such as scratches, bruises, and welts.
A third of the women and a fourth of the men
sought mental health counseling in regard to
the rape. About 1 in 5 of the women and 1 in
10 of the men raped in adulthood reported
the rape to authorities. Counting all rapes
these victims experienced since the age of 18,
only 8% of the cases were prosecuted, 3%
resulted in a conviction, and 2% of the
perpetrators were incarcerated (Tjaden &
Thoennes, 2000). As with sexual violence
committed against children and adolescents,
perpetrators of sexual assault of adults are
usually known to the victim. Risk factors for
rape in adulthood include prior victimiza-
tion, alcohol abuse, and multiple sexual part-
ners, including consensual sexual partners.
REVICTIMIZATION
“Revictimization” was originally used to refer
to victim blaming, questioning of credibility,
and other harsh treatment many survivors face
from the criminal justice agents and health
care providers when they attempt to report a
rape. This treatment has been termed “the sec-
ond rape” or secondary victimization. Of late,
“revictimization” has come to refer more com-
monly to new incidents against someone who
has already experienced sexual assault—
usually being reassaulted by a different per-
petrator or perpetrators. This use has grown
because many studies have found that a sur-
vivor of sexual violence is more likely to be
sexually revictimized than someone who has
not been previously abused.
Secondary Victimization: Negative
Interactions With Service Providers
Survivors of sexual violence often turn
to a variety of services after an assault. They
may seek medical care or counseling services,
report the assault to the police, and/or work
with prosecutors in a legal case. Often survivors
are treated poorly by the very systems set up
to help them. Secondary victimization has
been defined as the victim-blaming attitudes,
behaviors, and practices engaged in by com-
munity service providers that result in addi-
tional trauma for rape survivors (Campbell
& Raja, 1999). Examples include asking vic-
tims how they were dressed, questioning
them about their sexual histories, asking
if they were sexually turned on by the assault,
or encouraging them not to prosecute
(Campbell & Raja, 1999). Such treatment
increases rape survivors’ feelings of guilt,
depression, and distrust and their reluctance
to seek further help (Campbell, Wasco,
Ahrens, Sefl, & Barnes, 2001).
A recent study by Rebecca Campbell
(2005) compared victims’ accounts of what
happened during service delivery with those
of doctors, nurses, and police officers. Police
officers and doctors significantly underesti-
mated the impact they were having on sur-
vivors. Victims reported more subsequent
distress about their contacts with the medical
and criminal justice systems than service
providers thought they were experiencing.
Repeat Sexual Assault
Women who are raped are usually raped
more than once: Among adults who report
being raped in the previous year, women
experienced 2.9 rapes, and men experienced
1.2 rapes. A study of women with disabilities
found that 80% were sexually victimized
more than once (Sobsey & Doe, 1991).
Sexual abuse early in life has been particu-
larly implicated in vulnerability to repeat
sexual victimization, and there is a growing
literature on this relationship, the risk factors
and psychological correlates, and interven-
tions. Perhaps the first study to uncover the
correlation between childhood sexual abuse
and rape in adulthood was a study of incest
survivors conducted by Diana Russell (1986).
In a retrospective study of 152 women who
40 CRIME AND ITS IMPACT
03-Davis-45199.qxd  1/22/2007  1:04 PM  Page 40
had experienced interfamilial sexual abuse
(incest) before the age of 14, Russell found
that 63% also experienced rape or attempted
rape after the age of 14. More information on
revictimization can be found in the chapter





The commercial sexual exploitation of
children (CSEC) involves sexual abuse pri-
marily or entirely for financial benefit. The
economic exchanges involved in the sexual
exploitation may be either monetary or non-
monetary (e.g., for shelter, drugs, or trade for
other sexual exploitation of children) but, in
every case, provides the greatest benefits to
the exploiter and a violation of the rights of
the children involved (Hughes & Roche,
1999). Forms of CSEC include trafficking of
children for sexual purposes, prostituting of
children, sex tourism, the mail order bride
trade, and pornography (Estes & Weiner,
2001; Hughes & Roche, 1999). Much sexual
exploitation of children is domestic, but the
Internet and globalization have expanded
and exacerbated the problem.
According to the international nongov-
ernmental organization (NGO) End Child
Prostitution, Child Pornography and
Trafficking of Children for Sexual Purposes
(ECPAT), the U.S. Department of Justice
estimates the number of children exploited
through prostitution, pornography, and sex
trafficking in the United States to be between
100,000 and 3 million. Some victims of
prostitution are as young as 9 years old, and
many are only 11 or 12, but the average age
at which they are first commercially sexually
exploited is 14. At least 25 to 30% of all those
involved in commercial sexual exploitation
are juveniles (ECPAT, 2006).
The theme of the UN-sponsored Second
World Congress of Commercial Sexual
Exploitation of Children was that CSEC is a
global problem affecting rich and developed
countries as well as poor and undeveloped
countries (MOFA, 2001). The environmental
factors contributing to CSEC include poverty,
inequality, illiteracy, armed conflict, uncon-
trolled HIV/AIDS, and cultural values that
do not regard child marriage or sex with
children as a violation of human rights. Yet
these factors are not fully explanatory:
although child prostitution is most prevalent
in countries with extreme poverty, hunger,
and armed conflict, there are many poor
countries where CSEC is not a major prob-
lem, and there are many developed countries
where it is a significant problem. Additional
contributing factors that may explain such
discrepancies are discrimination against
racial/ethnic groups and women and girls,
criminality, and demand for children for sex
(MOFA, 2001).
Child Pornography
Supreme Court chief justice Potter Stewart
famously said in 1964 that it is difficult to
define pornography, but “I know it when
I see it.” Child pornography is less subjective
and ambiguous, defined simply as the “sexu-
ally explicit reproduction of a child’s image.”
The United Nations Convention on the
Rights of the Child, which has been ratified
by a majority of member states, identifies
child pornography as a violation of children’s
rights and requires nations to prevent the
exploitative use of children in pornographic
materials (USES, 1996).
ECPAT (2006) estimates that around 5
million images of child sexual abuse are in
circulation on the Internet, featuring some
400,000 children. A recent case illustrates how
the Internet has facilitated the globalization of
CSEC. In 1998, an international law enforce-
ment operation was targeted against a
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pedophile ring of 180 members that called
itself “w0nderland.” To become a member,
one had to contribute new images of child
pornography. Powerful gatekeeping and
encryption devices protected the club. When
police carried out their investigations, they
found 750,000 pornographic images and
1,800 digitalized videos. A total of 1,236
exploited children were featured in these pic-
tures and videos. Internationally, there were
107 arrests. The investigation found that the
originator of “wonderland” was an American
man living in New York.
“The Internet Porn Girl” and Masha’s Law.
Mike Zaglifa, a suburban Chicago police
sergeant working undercover, began trading
images with a pornographer that provided hor-
rific images of child sexual abuse. Zaglifa gave
his correspondent’s IP address to the FBI, which
traced the IP address to Matthew Mancuso, a
wealthy, retired 46-year-old engineer living in a
Pittsburgh suburb. Local police went to arrest
Mancuso for purveying child pornography in
2003. They were surprised to find a little girl
living with him: Masha was nearly 11 but the
size of a 5-year-old because she had been mal-
nourished by Mancuso to prevent her from
growing and maturing. She immediately dis-
closed a history of abuse to the police. She was
freed, adopted, and Mancuso was prosecuted.
Meanwhile, the videos of Mancuso raping
Masha were still on the Internet, and the
Toronto police were concerned about the fate
of the child. They conducted an international
search to identify the child in the pornographic
images and find her. Digitally removing her
image, they released photographs to try to find
out where the abuse was taking place: the loca-
tion was identified as a Disney resort. By the
time they finally tracked down the identity of
the child in 2004, they learned that Masha had
already been removed from her home with
Mancuso and safely adopted by a woman.
Now 13, Masha testified before Congress
in support of a bill sponsored by John Kerry
and told her story. Masha was adopted from
a Russian orphanage when she was 5 by
Mancuso, a divorced father of two. The
adoption agencies failed to investigate the
cause of the alienation of his daughters: He
had molested them until they reached
puberty. When Mancuso took his new
daughter home, he made her sleep in his bed
and began molesting her; eventually he began
to rape her and photograph her. The more
than 200 pornographic images he distributed
on the Internet were a hot commodity.
Referring not only to the pornography but
also to the fact that Mancuso found the
adoption agencies and her picture on the
Internet, Masha testified, “The Internet is
everywhere in my story. You need to do
something right away,” and, because the pic-
tures of her rapes are still being downloaded
years after her abuser is in prison, “the abuse
is still going on.” She said she is more upset
about the continued consumption of those
images than about the physical abuse. The
Kerry-Isakson bill triples the civil damages
that child Internet porn victims can recover
from $50,000 to at least $150,000 (the
penalty for downloading songs off the inter-
net) and allows victims to sue after they have
turned 18 if pornographic images of them as
children are still being distributed (Kerry,
Isakson Push for Tougher Penalties, 2005;
Masha’s Story, 2006; Wikipedia, 2006).
Children can be harmed by pornography
either through being forcibly exposed to it or
by being filmed or photographed. Reviewing
1,202 prosecuted child sexual exploitation
cases in the United States, Estes and Weiner
(2001) found that 62% of the cases involved
child pornography. These cases were split
between those in which children were the
subjects (370 cases) and those in which
children were involuntarily exposed to child
pornography (372 cases). The vast majority
of these pornography cases were concen-
trated in three states: California (41%),
Texas (31%), and New York (20%). As a
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side note, less than 5% of the children in
pornographic images have been identified.
Child Prostitution
Child prostitution differs from child sexual
abuse in that it involves commercial exploita-
tion, although the coercive use of power and
control is similar. Defining a child as a person
younger than 18, an estimated 1 million
children worldwide are forced into prostitu-
tion each year, and the total number of pros-
tituted children could be as high as 10 million
(Willis & Levy, 2002). A study conducted
jointly by the Office of Juvenile Justice and
Delinquency Prevention (OJJDP) and the
National Center for Missing and Exploited
Children found that physical, sexual, and psy-
chological abuse are common in the families
of female juvenile prostitutes (National
Center for Missing and Exploited Children,
2002). For females, running away and child-
hood sexual victimization were two common
pathways into prostitution (McClanahan,
McClanahan, Abram, & Teplin, 1999).
Involvement in prostitution represents a
range of negative health outcomes, including
risk of sexual assault. Youth engaged in pros-
titution practice safer sex less frequently and
have higher levels of drug use, including
intravenous drugs, putting them at increased
risk of contracting HIV and a wide range of
STDs (Willis & Levy, 2002). In a study of
176 prostituted children in six countries by
the Economic and Social Commission for
Asia and the Pacific (ESCAP, 2000), HIV
infection rates ranged from 5% in Vietnam to
17% in Thailand.
Prostituted children have very high levels
of drug use, with three-fourths reporting that
they abuse drugs or alcohol (Klain, 1999).
A British study (Cusick, Martin, & Tiggey,
2003) found that chronic drug users—who
were using crack cocaine, heroin, and non-
prescription methadone—were least able to
leave prostitution because they needed to
support their drug habit. They were most
likely to be supporting a pimp’s or boyfriend’s
drug habit and not operating independently.
Dependence on a pimp further constrained
their options in regard to leaving prostitu-
tion, choice of customers, and their ability to
retain earnings. All of the prostitutes who
were drug dependent in the sample of 125
had begun engaging in commercial sex before
the age of 18. Another study found that pros-
titutes are more likely to be raped and other-
wise violently assaulted by customers if they
are using crack or heroin (Kurtz, Surratt,
Inciardi, & Kiley, 2004).
Sex Tourism
The United Nations (1996) defines child-sex
tourism as “tourism organized with the pri-
mary purpose of facilitating . . . a commercial
sexual relationship with a child.” It is difficult
to measure the exact number of victimized
children. One estimate is that there are 1 mil-
lion children in prostitution in Asia, the pri-
mary destination for child sex tourists (Klain,
1999). (However, the U.S. State Department
estimates that 1 million children are sexually
exploited annually around the globe.) In a sam-
ple collected by ECPAT of foreign tourists vis-
iting Southeast Asia to have sex with children,
tourists from the United States represented the
largest group of customers (1996).
Sex Trafficking
Trafficking can involve crossing interna-
tional or domestic borders—or, according to
a U.S. State Department fact sheet (2005)—it
may not even involve transporting a person
from one locale to another. Trafficking of
human beings into forced labor and prostitu-
tion is also called “modern day slavery.” In
other words, even if the person was not
coerced or duped into crossing borders, they
will be considered “trafficked” if the condi-
tions under which they live resemble captivity
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or slavery. Under U.S. law, “severe forms of
trafficking” include the recruitment, harbor-
ing, transportation, provision, or obtaining
of a person for forced labor, resulting in debt
bondage or slavery; a commercial sex act
through the use of force, fraud, or coercion;
or any commercial sex act if the person
is under 18 years of age. The international
NGO Coalition Against Trafficking in
Women and Girls (CAT-W) instead draws on
the 1949 UN resolution definition that con-
siders all selling and buying of sex—all pros-
titution and other commerce in persons for
sex—to constitute trafficking. Another term
in use is “sexual slavery,” defined as being
forced to engage in prostitution when the
victim is unable to escape the situation,
whether through the use or threat of force,
actual captivity, or threats against the family,
or fraud and deception. Sex trafficking
involves not only prostitution but also work-
ing in so-called gentleman’s clubs, sex danc-
ing, and forced participation in pornography.
NGOs working with trafficking victims
find that about 50% have been trafficked
into prostitution (DeWeese, 2004). The U.S.
Department of Justice (DOJ) estimate of the
proportion of sex trafficking is higher:
According to the DOJ, of the 14,500–17,500
people trafficked into the United States each
year, up to 70% are forced or coerced into
commercial sex, including 23% girls and
10% boys under 18.
One successfully prosecuted case involved
the Carreto family, which operated a prosti-
tution ring recruiting poor and uneducated
women from one town in Mexico. The traf-
fickers smuggled them into the United States
with false promises of marriage and work.
Once in the United States, the women were
moved around the country and forced into
prostitution and servitude with a combina-
tion of threats, violence, and sexual abuse to
keep them from fleeing or reaching out to
authorities. The Carreto family kept their
earnings.
Women are trafficked into prostitution in
the United States not only from Mexico but
also from Eastern Europe and Asia. In fact,
the U.S. DOJ estimates that the largest
number of trafficking victims into the United
States come from East Asia and the Pacific
(up to 7,000 annually). Sex trafficking is a
global problem. For example, the director of
a coalition of 25 Nigerian NGOs working on
trafficking estimated that there are 50,000
Nigerian girls trafficked into prostitution in
Italy, mostly from a single region of Nigeria
where the parents do not consider the system
to be trafficking (Musa, 2006). The U.S. DOJ
estimates that trafficking provides up to $10
billion in profits for organized crime.
A problem in combating sex trafficking
is the assumption that prostitution is usually
freely chosen and offers a level of remun-
eration otherwise unavailable to those with-
out skills, education, or legal status to work.
The State Department counters this argument
by citing a study by Farley that 89% of
women in prostitution want to escape and
other research documenting the frequent vio-
lence and abuse that prostitutes experience
from customers and pimps (Farley, 2003).
Traffickers may also use sexual assault to
control women forced into labor: Women
trafficked into domestic servitude are often
raped as well.
Intimate Partner Violence and Marital Rape
Since the 1980s, there has been a surge in
research on domestic violence, or violence
inflicted by current or former intimate part-
ners. More recently, the frequent reports
of sexual abuse as a component of intimate
partner violence have been receiving atten-
tion, although there remains much research
to be done in this area. The related topic of
marital rape has received attention since
at least 1978, when Laura X founded the
National Clearinghouse on Marital and Date
Rape. In part, the interest in marital rape
44 CRIME AND ITS IMPACT
03-Davis-45199.qxd  1/22/2007  1:04 PM  Page 44
came from the legal community because of
legal exemptions for husbands in rape
statutes. In 1978, rape of a spouse was a
crime in only four states; as of 1993, marital
rape was a crime in all 50 states. In 30 states,
however, there are exemptions if force is not
used, even if the wife is incapacitated and
unable to consent.
The topics of marital rape and rape as a
component of intimate partner violence (IPV)
are in some respects distinct, and some
researchers have resisted collapsing the two
topics, because then marital rape becomes
subsumed under domestic violence and
neglected, and because some men rape their
partners but do not otherwise physically
abuse them. At the same time, the accumula-
tion of national data on IPV, as well as data
on IPV in specific populations, and the
increased sophistication of measurement of
sexual assault within those studies, offers a
rich source of information that has been
inadequately utilized until recently.
For adult women, the highest risk of rape
comes from an intimate partner. In reports
from London, Guadalajara, Lima, and
Zimbabwe, 23 to 25% of women reported
having experienced rape or attempted rape by
a partner in their lifetime (WHO, 2002). A
Canadian study found that 30% of women
who were raped in adulthood were assaulted
by their intimate partners (Randall &
Haskell, 1995). Mahoney, Williams, and
West (2001) estimate that 7 million American
women have been raped by intimate partners.
In the United States, for 46% of women who
have experienced rape or attempted rape, the
perpetrator was a spouse or ex-spouse, a cur-
rent or former cohabiting partner, a boyfriend
or girlfriend, or—broadening the category
beyond intimate partners—a date, with over
half of these rapes committed by a current or
former spouse or cohabiting partner (Tjaden
& Thoennes, 2000). For men who have expe-
rienced rape or attempted rape, only 11% of
the perpetrators fell into these categories.
Most of these intimate partner assaults of
women occurred during the relationship
(69%); 25% occurred both during the rela-
tionship and after the relationship ended
(Tjaden & Thoennes, 2000).
Research indicates that batterers who also
rape their partners are likely to be more violent
and dangerous (Browne, 1987) and that rape
as a component of IPV is more likely to include
anal and oral intercourse than rape by acquain-
tances or strangers. Rape in an intimate rela-
tionship is also likely to be a repeated assault,
up to 20 times or more. Financial dependence
and dependence on the rapist for legal resi-
dency in the United States can make it difficult
for victims of rape in marriage to escape the
abuse (Russell, 1990). The NVAWS found that
women were equally likely to report the rape if
it was committed by an intimate partner as if it
was committed by someone else. Interestingly,
the police were actually more likely to refer the
case for prosecution if the alleged offender was
an intimate partner. However, the defendant
was less likely to be prosecuted and convicted
of rape if he was a former intimate partner
(Tjaden & Thoennes, 2000).
Rape in Prisons
In 1973, Stephen Donaldson, a Quaker
peace activist, was arrested for trespassing
after a pray-in at the White House. In the
course of Donaldson’s two nights behind
bars, he was gang-raped approximately 60
times by other inmates (Man & Cronan,
2002). Upon his release, Donaldson was one
of the first survivors of prisoner rape to pub-
licize his own abuse (Man & Cronan, 2002)
and became president of Stop Prisoner Rape,
a nonprofit organization that seeks to end
sexual violence against men, women, and
youth in all forms of detention (SPR, 2006).
Donaldson died in 1996 of complications
relating to AIDS, which he contracted
through the rapes he experienced in prison
(Man & Cronan, 2002).
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It is common knowledge that men may be
raped in prison—the popular media make
frequent reference to the likelihood that
young men without protection will be raped.
Aside from the perspective of a few
researchers and activists, however, this
problem seemed not to be regarded as a cri-
sis that required action on a national level
until Human Rights Watch released a report
in 2001. This study was the most compre-
hensive to date, including all 50 departments
of corrections in the United States (Maruschak
2001). Only 23 departments reported col-
lecting sexual assault statistics. Most of the
correctional facilities denied that sexual vio-
lence was a problem. No statewide statistics
were collected (Dumond 2003). Congress
subsequently passed the Prison Rape
Elimination Act in 2003, which mandates
gathering national statistics about the prob-
lem, the development of guidelines for states
about how to address it, creation of a review
panel to hold annual hearings, and grants to
states to combat the problem (SPR, 2003).
The DOJ has issued grants to fund collection
of data.
Men represent the vast majority of crimi-
nals sentenced to prison, and it has been
assumed that sexual assault was primarily
an issue among male prisoners. However,
women in prison are also sexually assaulted.
A study of incarcerated women in three mid-
western prisons found rates of sexual coer-
cion between 6% and 27% in the facilities
(Struckman-Johnson & Struckman-Johnson,
2002). One fifth of the incidents were classi-
fiable as rape. Half of the perpetrators were
other female inmates, and half involved one
or more staff. Sexual assault rates are similar
for men in prison, ranging from 14% who
reported sexual victimization in a study of a
medium security prison (Wooden & Parker,
1982), to 21% who reported sexual pressure
or assault in a study of 1,778 inmates in seven
midwestern prisons (Struckman-Johnson &
Struckman-Johnson, 2000).
Sexual assaults in prison differ from those
outside prison in frequency and severity of
assaults. Incarcerated victims are more often
physically attacked during an assault than
sexual assault victims outside of prison
(Struckman-Johnson & Struckman-Johnson,
2000, 2002). Prisoners who have been sexu-
ally assaulted report an average of nine sex-
ual assaults during their incarceration.
Repeated abuse in prison results in feelings of
helplessness and terror, trauma symptoms
(Dumond, 2000, 1992; Herman, 1992a), and
increased risk of suicide (Struckman-Johnson
& Struckman-Johnson, 2002) and of con-
tracting HIV (Maruschak, 2001). It is difficult
for inmates to report sexual assaults because
of repercussions, such as retaliation and fur-
ther abuse (Dumond, 2000).
Prior Abuse
Extremely high rates of childhood physical
and sexual abuse and sexual abuse in adult-
hood among incarcerated women suggest a
causal relationship between abuse and crimi-
nality. There may be related factors such as
leaving home at an early age, prostitution,
substance abuse, and associating with delin-
quent youth and violent men that are signifi-
cantly more frequent among child sexual
abuse survivors. Browne, Miller, and Maguin
(1999) examined abuse in the lives of female
inmates in a maximum security setting in
New York and found that 59% reported
being sexually victimized in their childhood
or adolescence. Similarly, in a recent study
utilizing a random sample of 100 men incar-
cerated in a county jail, 59% reported some
form of sexual abuse before the age of 15
(Johnson et al., 2005). In another study of
211 randomly selected male inmates, 40%
met standard criteria for childhood sexual
abuse, but almost 60% of those who met the
criteria did not consider themselves to have
been sexually abused (Fondacaro, Holt, &
Powell, 1999).
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RESEARCH, POLICY,
AND PRACTICE DIRECTIONS
Following a public health model, which
attempts first to understand the scope of the
problem, we have a good idea of when, how,
and by whom sexual violence is committed
against girls and women and, to a lesser
extent, against boys and men. We are also
gaining solid information about the scope of
sexual revictimization. More research needs to
focus on hard-to-reach populations such as
child prostitutes; children involved in pornog-
raphy and sex tourism; homeless, runaway,
and thrownaway youth; and adults and
children forced into sex trafficking.
The second goal of the public health
model is to determine the risk and protective
factors associated with different forms of sex-
ual violence. We have good understanding of
the risk factors associated with acquaintance
rape, sexual assault of homeless youth, and
revictimization of sexual abuse survivors. We
are beginning to understand the possible risk
factors associated with prison rape and pros-
titution. However, more research is needed
on the risk factors for childhood sexual
abuse, commercial sexual exploitation of
children, and sex trafficking. The research on
protective factors and resilience need more
attention from mainstream researchers and
service providers. In the areas of sex traffick-
ing and commercial sexual exploitation of
children, the great problem is to understand
and therefore address the demand factors.
The third cornerstone of the public health
model is developing and testing prevention
and avoidance strategies. This aspect is by far
the weakest component of our knowledge of
sexual victimization. Interventions have been
developed to help young women avoid sexual
assault, especially college students, and these
interventions appear to be somewhat effec-
tive, but they have not been effective with the
most vulnerable—survivors of childhood 
and adolescent sexual assault, with a single
exception (Marx Calhoun, Wilson, &
Meyerson, 2001). Prevention work with
offenders and potential offenders has not
found great success, either. A major problem
in this regard, given that most sexual assaults
are committed by acquaintances and go unre-
ported, is that the great majority of offenders
have not been identified and therefore cannot
be targeted. Similarly, we have not learned
how to reduce the demand for child pornog-
raphy, child prostitution, and sex tourism,
except by enhancing the criminal justice
response.
In contrast, there are programs and policies
in place to reduce child sexual victimization
and to offer early intervention, however. The
early interventions for child sexual abuse are
critical because of the increased lifelong risk
of revictimization among child sexual abuse
survivors and the increased rate of perpetra-
tion of sexual assault and pedophilia among
male child sexual abuse survivors (Lisak,
Hopper, & Song, 1996). As Lisak et al. note,
most men who have experienced childhood
sexual abuse do not become perpetrators,
but most perpetrators (70% in their sample of
126 survivors) were sexually abused.
Emotional constriction and rigid gender roles
were the primary predictors of which sur-
vivors would become offenders. There are
also programs and policies in place to facili-
tate and support reporting of sexual assaults
of adults and initiatives to address sex traf-
ficking and facilitate prosecution of traffick-
ers. Some of these more developed initiatives
are described in the following segment.
Rape Crisis Programs
Rape crisis programs are the longest-
standing community based interventions
for sexual assault. They are included here
because, despite their longevity, they have
only recently been evaluated: There was an
assumption that they were unquestionably
good and helpful. Rape crisis programs have
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evolved and become institutionalized, from
their roots in the 1970s when volunteer
activists received training on the crisis
response and were on call to come to the side
of a rape victim wherever she was. As there
were few women police officers when this
movement was born, the police sometimes
contacted the advocates to come talk to and
comfort a rape victim. Now there are more
than 1,200 rape crisis programs in the United
States (Campbell, 2006). Volunteers still
usually staff them and provide on-call crisis
intervention, medical, and legal advocacy,
but now there is usually an institutional
sponsor, such as a battered women’s agency
or hospital-based crime victims counseling
program. The advocates are called to hospi-
tals when a patient reporting a sexual assault
presents herself or himself to an emergency
department.
In advocating on behalf of the survivors
for service delivery and to prevent secondary
victimization, advocates can easily run into
conflict with service providers and especially
with law enforcement. Detectives called
to hospitals to investigate alleged sexual
assaults sometimes view advocates as an
impediment to investigation. A recent evalua-
tion by Rebecca Campbell that interviewed
victims and reviewed records, however,
found that survivors who had the assistance
of an advocate were more likely to have
police reports taken and were less likely to
be treated negatively by police officers
(Campbell, 2006). Survivors accompanied by
an advocate during their emergency depart-
ment care received more medical services,
including emergency contraception and sexu-
ally transmitted disease prophylaxis, and
reported significantly fewer negative interper-
sonal interactions with medical personnel
than survivors who did not have an advocate
(Campbell, 2006). Furthermore, survivors
reported less distress from their emergency




Sexual Assault Forensic Examiner, or
SAFE, programs are a more recent innovation
than rape crisis programs, but emanate from
the same philosophy and have also become
established throughout the United States and
other countries. Victim advocates began to
develop local, state, and national reforms to
address victim-blaming attitudes and substan-
dard care experienced by women and men
when seeking medical attention for a sexual
assault. SAFE programs—also called Sexual
Assault Nurse Examiner (SANE) programs—
provide specially trained forensic nurses and
doctors who can provide 24-hour first
response medical care and crisis intervention
to sexual assault survivors in the hospital set-
ting (Campbell, Patterson, & Lichty, 2005).
SAFEs are trained in forensic evidence col-
lection to facilitate prosecution if survivors
choose to report the crime, in legal issues that
will facilitate use of medical records and
expert testimony in prosecution, and in
physical, biological, and psychological conse-
quences of sexual assault. Only recently has
the effectiveness of specially trained medical
providers been evaluated. Preliminary evi-
dence shows that SAFE programs are possi-
bly effective in all five of these domains
(Campbell et al., 2005); however, more rig-
orous studies are needed.
Child Advocacy Centers
When a child is sexually abused and there
is interest in prosecuting the case, multiple
agencies become involved, and each needs to
conduct an interview and/or an exam with
the child. The police are generally the first
to become involved, followed by detectives
from special victims units and prosecutors;
child protective services must be brought in;
then there are doctors who conduct a foren-
sic exam, possibly using equipment specially
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designed for gynecological exams of infants
and children; and psychologists, who may
use dolls and drawings to find out what hap-
pened to the child.
A study conducted by Safe Horizon
(Victim Services, 1994) found that sexually
abused children had interviews about the
abuse with eight different people on average
and often had multiple interviews with each
person. These interviews were conducted at
many locations, including police precincts,
hospitals, courts, and agency offices. Medical
exams typically took place in emergency
units and were often conducted by physicians
with no special training in sexual exams of
children. Child protective service agents
tended to treat the parent who brought the
child in as neglectful and, if the offender lived
in the home, to place the child in foster care
rather than having the police remove the
offender, compounding the trauma. There
was no immediate access to psychological
treatment for the child.
To avoid multiple interviews with multiple
strangers and to support the child and other
family members, there has been a national
movement to create child advocacy centers. A
primary goal of the child advocacy center
(CAC) is to reduce the number of interviews
by videotaping sessions that can then be
viewed by other professionals. A second
objective is to colocate prosecutors, police,
doctors, and counselors. Colocation allows
different exams and interviews to be con-
ducted at one location, requiring fewer
appointments and less waiting, as well as
better case coordination and information
sharing. The third element is to provide a
case manager who stays with the child
throughout the process, providing a constant
presence for the child and a resource for a
nonoffending parent. CACs provide support-
ive counseling and support groups for the
child victim as well as siblings and the nonof-
fending parent. The case manager can help
the child become familiar with the courtroom
to ease children’s fears and confusion about
testifying.
CACs can be expensive and difficult to set
up, requiring a dedicated child-friendly space;
trained staff from multiple agencies (police,
prosecution, child protection, medical, and psy-
chiatric) who can dedicate specific hours to the
CAC weekly; and core staff who can provide
counseling, advocacy, and case management. A
national evaluation of CACs to determine
whether they actually produce the intended
benefits has been conducted by the University
of New Hampshire’s Center for Research on
Children and Crime; unfortunately, results of
this evaluation have not yet been made public
at the time of this publication.
Combating Commercial
Sexual Exploitation of Children
There are new federal initiatives in New
York City and Atlanta sponsored by OJJDP,
particularly focusing on prostitution of run-
away and throwaway children. There are dis-
tinct barriers to working effectively with this
older juvenile population. The first problem
is that they are often treated as offenders
rather than victims and are arrested for pros-
titution or loitering. If they are returned
home, they often run away again or their
homes are unsafe, and there are few facilities
designed specifically for their needs. If they
are treated as victims rather than offenders
and are placed in group homes, foster care, or
other nonsecure residences, they may also
run away again. They may be loyal to their
pimps who are often boyfriends.
New York City, a destination for runaway
and thrownaway children from surrounding
states, illustrates the obstacles and the pro-
grams. In the city, 150 children under 17
were arrested for prostitution in 2004 (Lowe,
2005). The center of trafficking and child
prostitution is the borough of Queens, which
is the focus of the CSEC initiative. From
2000 to 2004, 70 children under 17 were
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arrested for prostitution in Queens, and 35
pimps were prosecuted for prostituting
children under 17. The initiative includes a
residential facility for girls, psychological
counseling, and medical treatment. The goal
of the intervention is not only to save the
children but also to free them from domi-
nance of and dependence on their pimps so
that they will cooperate with prosecution.
On the international level, 32 countries
have adopted laws that allow them to prose-
cute sex tourism committed by citizens out-
side their own territory (ECPAT, 2006). In
the United States, Congress passed the
PROTECT Act (Prosecutorial Remedies and
Other Tools to End the Exploitation of
Children Today) in 2003, specifically to
combat sex tourism and commercial sexual
exploitation of children, as well as to
strengthen federal statutes against child
abuse, kidnapping, and torture. The PRO-
TECT Act allows the United States to
prosecute domestically Americans who travel
outside the country for sex tourism and
increases the penalties for sex tourism to 30
years in prison. It also supports programs in
the State Department and the Department of
Homeland Security to increase public aware-
ness and facilitate prosecution.
Antitrafficking Legal 
Initiatives and Services
The U.S. DOJ, including the Office for
Victims of Crime, and the Department of
Health and Human Services fund programs to
provide social services to victims of traffick-
ing, with a major goal of ensuring that the
victims are available and able to assist with
prosecution of traffickers. Beginning in 2000,
Congress enacted the Trafficking Victims
Protection Act (TVPA), which creates stiff
penalties for trafficking, allocates funding for
the prosecution of trafficking cases and for
protecting victims, and requires the State
Department to issue an annual trafficking
report. It also grants special legal status to
trafficking victims from other countries
through the T-visa, which allows trafficking
victims to stay in the United States for three
years and then apply for legal permanent sta-
tus. In 2002, the president created a cabinet-
level Interagency Task Force on trafficking
headed by the State Department’s Office to
Monitor and Combat Trafficking in Persons.
Antitrafficking organizations have sprung
up in the United States and in many other
countries. Existing immigration, antislavery,
and victim assistance programs have tailored
their services for trafficking victims, most
serving victims of all forms of trafficking, but
some specializing in particular forms of
exploitation, including sex trafficking. Like
other trafficking victims, those who have
escaped from sex trafficking usually need
psychological treatment for trauma, housing,
and a source of income. They also need
support in testifying against their traffickers
and legal assistance in applying for a T-visa.
There are regional, national, and interna-
tional coalitions of service providers. In the
United States, these include the California-
based organization Coalition to Abolish
Slavery and Trafficking, the national
Freedom Network, and the midwestern
Heartland Alliance. CAT-W is an interna-
tional coalition of organizations focusing
solely on sex trafficking, with representation
in Africa, the Philippines, and Asia. In Asia,
member organizations have projects to reha-
bilitate girls and women forced into prostitu-
tion, providing them with education,
training, and employment.
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“What I know now is that if I had known  
I wasn’t alone, I may have been able to help 
him and to help myself. I usually have one 
message for young people who may go 
through something similar:  
You are not alone.” 
“I have come to understand over the past few 
years how prevalent of a problem teen dating 
violence truly is. When I look back at my own 
situation, I always believed that I was alone. 
I believed that my situation was different. I 
wanted to feel as if I was doing the right 
thing by letting myself stay in the abusive 
relationship. What I know now is that if I had 
known I wasn’t alone, I may have been able 
to help him and to help myself. I usually  
have one message for young people who may 






reports on male and female ado- 
lescent perpetration and victimization in their dating 
relationships. The study does not in any way wish to 
undermine the clear and widely accepted understand-
ing that the impact of relationship violence falls primar-
ily on women who suffer the majority of severe forms  







“Now I know how cruel people can be when 
they take you for granted and do sexual 
things to you without your okay to do it... ”
 
“It made me feel so bad about myself  
I tried suicide.” 
 
“I think that strong communication, trust, and 
lots of support between people can help 
reduce sexual or dating violence. Also I feel 
that information should be everywhere, in 
case people do need help.” 
 
“I haven’t been in an unsafe relationship that 
was seriously unsafe, just one or two events 
with one partner that I felt unsafe. But I 
see in other people’s relationship and if my 
friends go through it, it hurts.” 
“We knew it would be a valuable study that 
would provide us with a great deal of infor-
mation about our students. Once we saw 
the results, we shared them with the entire 
school community because it was important 
to educate everyone about the problem.” 
“Conflict and violence in dating relationships 
is a large problem in our city and in my 
school, and it is imperative to better under-
stand how we can help our young people 




“It affected me very much because sometimes 
I can’t even concentrate in school and am also 
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“It makes me suffer. All it does to me 
is that it makes me feel less okay  
as a person.”  
et al.
et al., et 
al.,
et al.,
Many people experience sexual violence outside of 
dating relationships, both by people they know and 
by strangers. This section asks what types of sexual 
violence you may have experienced in your life. When 
we ask about “sexual abuse,” we mean any sexual 
fondling, touching, oral sex, or intercourse (penetra-








“I got molested twice by my uncle and no one 
knows it except a few friends and my mom.” 
Acquaintance Sexual Violence
vs.
“I was basically a victim of it. I was basically 
raped by my 15-year-old babysitter when  
I was seven…” 
How Frequent Is Stranger Sexual Violence?

“I hate hearing about rape. How could a  
person do such a horrible thing to another 
person? Rape is horrible.”  
“It has made me a very sad and depressed 
person. I have trouble trusting.” 
“It has changed me and has hurt me a lot 
emotionally.”
“It makes me suffer. All it does to me is that  
it makes me feel less okay as a person.”
“Well for two years I couldn’t dress or act the 
same as I used to because of sexual violence.”
“It makes me think that a lot of men can’t be 
trusted.” 
“In many ways like sexually and abuse  
[has affected] my life because I’m afraid to 
connect with my partners.” 
“It gets me upset and feel like hurting the 
person.”
“It has made me depressed and I shut out 
from everyone (secretive).” 
“I think it made me stronger. Because even 
though it’s in the past and I carry that 
throughout my whole life, I don’t let that  
stop me.” 
 
“I feel that it is too fuckin’ horrible and that 
if I am walking down the street and a guy 
is sexually abusing a girl, I would kill him.” 
“It has made me want to change my sex.” 
“It changed my behavior toward my boy-
friend now because I experienced violence 
and sexual violence with my ex-boyfriend.” 
“I ask my partner questions and tell him over 
and over what I have been through.” 
 
“It has affected me very much because it is 
something I can’t forget.”  
“It made me feel so bad about myself that  
I tried suicide.”  
“Now I know how cruel people can be when 
they take you for granted and do sexual 
things to you without your okay to it...” 
“It didn’t affect me. I just blank it out.” 
Revictimization and Continuous Abuse
Nonpartner Sexual Violence Is an Associated Factor 
for Dating Violence Victimization and Perpetration
“Before I never really thought about sexual 
violence because I didn’t really care about it. 
But since sexual violence was chosen as a 
topic for our video, now I kind of think that 
men can stop sexual violence. And it’s not 
about the way someone is dressing that 
makes you want to do that to them; it’s what’s 
inside of you. It’s really who you are.”
“My perspective on sexual violence has defi-
nitely changed. Doing this documentary has 
opened my eyes, and I no longer have the 
mentality of oh, it won’t happen to me. I think 
everyone is at risk, and producing this docu-
mentary has made me more aware.”
It’s Not about Sex
It’s Not about Sex
It’s Not about Sex
It’s Not about Sex
It’s Not about Sex
Sex, Etc., 
It’s Not about Sex
It’s Not about Sex
“It makes me feel like if you are in love 










During a conflict or argument with my partner  
in the past year: 

During a conflict or argument with my  
partner in the past year:
How often in your life has  (current or  
previous) partner 
Partners and Peers: 
Links between Forms of Dating Violence Victimization
Physical Dating Violence Victimization  
from Any Partner
 
Physical Dating Violence Victimization  
from Current Partner
see
“My mother went through it and I swore  
I won’t let myself become just another  
statistic.” 

Physical Dating Violence Perpetration  
against Current Partner 
 
perpetrating
Threatening Behaviors from Any Partner
Threatening Behaviors from Current Partner
Sexual Dating Violence Victimization from Any Partner
I threw something at him or her
I kicked, hit, or punched him or her
I pushed, shoved, or shook him  
or her
I slapped him or her or pulled  
his or her hair
“Dating violence affected me emotionally 
when I was in a past relationship.”  
“It has somewhat because of the fact  
that I know my father used to abuse my  
mother.”  
“I’m paranoid that my partner or anyone 
just might try to hurt me.” 
“I haven’t been in an unsafe relationship 
that was seriously unsafe, just one or two 
events with one partner that I felt unsafe. 
But I see in other people’s relationship 
and if my friends go through it, it hurts.”
“When I see someone getting abused  
I think it is wrong.” 
“I was in a violent relationship a long  
time ago and I think it made me less 
trusting in people.”  
“It educates me on how respectful you 
have to be with your partner.” 
“It has affected me very negatively.  
It has made me very sad and afraid. 
I have found it much harder to  
trust people.”
“It has made me treat women better.”
“You can say that it has made me a little 
scared of my partner and when we have 
fights I try to keep distance.” 
 
“I don’t like to be around my partner  
because I believe that we may engage  
in physical violence.” 
“A lot because I don’t believe in guys  
now and it is hard for me to get in  
a relationship with someone.” 
“Dating violence affected me because  
now I say to myself I shouldn’t be in a 
serious relationship.” 
“Yes because it happened to my mother. 
The violence happened in front of me. 
Now I know what it is like.” 
“It affected the way she thought about me.” 
“In a way it makes me not wanna take  
a relationship seriously.” 
“It has affected me because I know  
some people my age that are in a violent 
relationship and it bothers me a lot.” 
Sexual Dating Violence Victimization  
from Current Partner
Sexual Dating Violence Perpetration against  
Current Partner
I touched him or her sexually when  
she or he didn’t want me to
I forced him or her to have sex 
when she or he didn’t want to
I threatened him or her in an 
attempt to have sex with him or her
Fear as an Associated Factor for Current  
Dating Violence Perpetration and Victimization
 
“I suppose I’m more paranoid around some 
people, especially when I anger them, and I 
cringe a lot more and try to protect myself 




Controlling Behaviors from Any Partner
Controlling Behaviors from Current Partner
“It has affected me because if my man hits 
me it makes me feel low and like a piece 
of garbage. Then I get reactive, get mad 














Partners and Peers: 
Overview of Community Violence
Current Dating Violence and Victimization  
and Other Violent Experiences
Victims
vs.
Current Sexual Dating Violence Victimization  
and Other Violent Experiences
vs.
Current Physical Dating Violence Perpetration  
and Perpetration of Other Violence
Victims
Current Sexual Dating Violence Perpetration  















“It made me feel so bad about myself  
















Partners and Peers: 
Current Partner Physical Violence Victimization  





Current Partner Sexual Dating Violence Victimization 
and the Impact on Health
Current Partner Physical Violence Perpetration  





Both Physical and Sexual Violence
Current Partner Sexual Violence Perpetration  
and the Impact on Health
Nonpartner Sexual Violence Victimization  
and the Impact on Health
“Sexual violence has affected me,  
emotionally and physically. I’m doing better 
now, but it’s hard to trust people.” 
Dating Violence Victimization and Associated  
Health Factors
and
Dating Violence Perpetration and Associated  
Health Factors
Telling Someone and Getting Help
“It has affected me because I know some  
people my age that are in a violent relation-
ship and it bothers me a lot.” 
first,
“We knew it would be a valuable 
study that would provide us with a 
great deal of information about our 
students. Once we saw the results, 
we shared them with the entire school 
community because it was important 













“Have sexual and dating violence classes 
and programs in the school.”  
“Give class and information about it.  
And even have a school night about it.  
Or a special day.”  
“Give out info on it and make students feel 
comfortable with the school workers so 
they can open up to them.”  
“Counseling and scheduled one-on-one 
conferences with students.”  
“Have more young counselors so the  
teens can talk to them.”  
“Have groups with an equal amount of 
men and women and just let them come 
up with their own issues and talk about it.” 
“Have a program where you can speak to 
a counselor or a group of peers that are 
also living through the same experience.”  
“Have a sex-ed class. Not just about  
having sex, but signs of an abusive man 
or partner.”  
“Hold workshops to have people who had 
been a victim of abuse come in and talk to 
them and show them the results that can 
happen to them if they don’t get help and 
come out of the relationship.”  
“I don’t believe that they can do anything 
unless the student tells them or they see 
it, but in general maybe they could have 
class discussions about it so that maybe 
someone who is going through it can  
tell the staff.”  
“I think all the school can do is inform us 
on centers to provide a place where they 
can open up and express themselves and 
find a way to stop or prevent the sexual  
or dating violence.”  
“I think more schools should have  
workshops on sexual or dating violence 
to keep teens aware of the differences  
between someone loving you and  
trying to control and abuse you.”  
“I think that schools are doing a good  
job on having workshops about how  
to prevent this, it’s just that teens  
say that they love their partners and  
they are afraid that their partner may 
leave them.”  
“Speak out about it don’t keep it in  
the closet. People be knowing what’s  
going on.”  
“Just keep giving us advice, speak about 
experiences they know about, and not 
give up on us.”  
see 
and
I wanted to be a part of YAC because I find sexual  
assault a serious problem all over the world and  
I’d like to help the cause.
I wanted to be a part of YAC because it will help be a way to not only 
voice certain issues amongst teens, but also a way to help find 
solutions. I have always had an interest in solving different 
problems, but sexual violence is one that is more prominent today 
and grabs my attention more than others due to the increase in sex 
and sexual assault amongst teens. I think people, including myself, 
need to become more aware of the consequences of their actions 
and the issues of today. I think this is also a great opportunity for me 
to further build my leadership skills while gaining new ones. 
“A better understanding of one another. 
To know where the relationship stands.” 
“I think more parents should talk to teens 
about sexual or dating violence.”  
“Being able to talk to your partner without 
being violent when you hear something 
that you don’t want to hear.” 
“Books or TV shows that shows what  
really happens to people so they could 
see what is really going on…”  
“Dating within your own age group.” 
“Get to know the person before you get  
in a relationship with them. Also you need 
to respect yourself enough not to settle 
for some dumb ass.”  
“I think that if teens tell how they REALLY 
feel to their partner, they would feel less 
scared or not scared at all, and if teens 
talk sooner about someone hurting them 
or abusing them they could stop it before 
it gets out of hand.”  
“I think that strong communication, trust, 
and lots of support between people can 
help reduce sexual or dating violence. 
Also, I feel that information should be 
everywhere, in case people do need help.” 
“I think what would reduce sexual or 
dating violence in teens are less fights, 
because less fights would cause  
less violence, depending on how bad  
the situation is or how they handle  
the situation.”  
“If teens are given more information  
about this topic.”  
“If their parents become more involved.” 
“If they had more help and advice,  
as in someone they can go to and talk  
to without being judged by what they say 
and go through in their relationship or 
life. Someone outside the family  
who won’t tell their parents/guardian.”  
“If they had more people to turn to.” 
“If they knew what was going on before 
they just jumped into a relationship think-
ing they’re grown and take the time to see 
what they are worth and they  
deserve better.”  
“I’m not even sure but I think that more 
sex education in schools should help…” 
It’s real sad ’cause I do know girls that have been raped in the past. They don’t tell anyone, they 
don’t tell the authorities, they feel ashamed or they think it’s their fault. Sometimes it’s like 
things happened in the past and it’s too late and you should have told your mom or gone to the 
police. That’s why I wanted to participate ’cause I could sort of relate. It’s part of trying to get 
information out to people who’ve been raped or abused.
“You might know somebody who is in a 
situation and you can actually help them. It 
can happen to you, it can happen to anybody 
and you can give it [the NYC Teen Health Map]  
to them.” 
I like that it gives you a bunch of places that 
you can go and then if you see one that is 
close to where you live you just turn the map 
and ‘oh! It’s right here!’… I can take this train 
or this.
It’s good because it’s easy to take it anywhere.
Yes, I would [carry it with me] and it would be nice to have more to hand them out to friends 
because they are small and they can fit in your wallet. 

“Conflict and violence in dating relationships 
is a large problem in our city, and in my 
school, and it is imperative to better under-
stand how we can help our young people 






(The data from one survey from either gender is missing.)









(Choose ALL that apply)
(Choose ALL that apply)
(If yes, GO TO Question B9)
(CHOOSE ALL THAT 
APPLY.) 
(IF NO, PLEASE GO TO PAGE 11, “Section 5”)
If you are female,
If you are male





(If NO, GO TO Question R7)
(If NO, GO TO Question R8)
current or most recent 
(IF NO, PLEASE GO TO PAGE 10, “Section 4”)
(Choose one of the responses below.)
sexual
.
Put an “X” in appropriate box
Put an “X” in appropriate box
Put an “X” in appropriate box
Put an “X” in appropriate box
Put an “X” in appropriate box
Put an “X” in appropriate box
 how often 
(IF NO, go to question RS40a.)
Put an “X” in appropriate box
continued on next page
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Abstract
A growing literature suggests that communication strategies can promote 
or inhibit intimate partner violence (IPV). Research on communication is 
still needed on a group ripe for early IPV intervention: high school–aged 
adolescents. This article revisits our previous analyses of young female repro-
ductive clinic patients (Messinger, Davidson, & Rickert, 2011) by examining 
how the adolescent and young adult respondents differ. To explore replicabil-
ity of the adolescent results across populations, they are compared to 487 
adolescent female students sampled from four urban high schools. Across 
samples, all communication strategies were used more frequently within vio-
lent relationships. Multivariate analysis identified escalating strategies used 
and received as being positively associated with physical violence used and 
received in all three samples. Regarding verbal reasoning and temporary con-
flict avoidance, substantial differences appeared between the young adult and 
adolescent clinic samples, and results from the adolescent clinic sample were 
Article
 at Edinburgh University on September 25, 2012jiv.sagepub.comDownloaded from 
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largely replicated with the adolescent school sample, suggesting that young 
adult samples in this literature are not adequate proxies for adolescents.
Keywords
dating violence, domestic violence, predicting domestic violence
Quantitatively-oriented scholars of intimate partner violence (IPV) have 
given less attention to relationship communication than other IPV predictors, 
perhaps due to the challenges in operationalizing communication (Lloyd, 
1990; Ridley & Feldman, 2003; Sabourin, 1996). A prominent theory con-
tends that communication strategies are often perceived as resources to “win” 
conflicts, such that, when verbal reasoning fails, escalating communications 
may be turned to, and, if necessary, violence can become a final resort (for a 
review, see Messinger et al., 2011). Cross-sectional data suggests verbal rea-
soning does help defuse conflict and the potential for violence, whereas esca-
lating strategies—verbal aggression and controlling tactics—escalate 
conflicts to violence (Billingham & Sack, 1986; Bird, Stith, & Schladale, 1991; 
Cornelius, Shorey, & Beebe, 2010; Gryl, Stith, & Bird, 1991; Josephson & 
Proulx, 2008; Messinger et al., 2011; Ridley & Feldman, 2003). Furthermore, 
evidence indicates that temporary conflict avoidance is not associated with 
physical violence (Messinger et al., 2011). A limited number of studies find 
youth in violent relationships use both escalating strategies (Billingham & 
Sack, 1986; Messinger et al., 2011; Ridley & Feldman, 2003) and temporary 
avoidance strategies (Messinger et al., 2011) more frequently than youth in 
nonviolent relationships. Perhaps this is due to violent relationships encoun-
tering both more conflicts and more serious conflicts than nonviolent rela-
tionships (Gryl et al., 1991). Each type of communication strategy tends to be 
reciprocated in youth relationships (Messinger et al., 2011), as is physical 
violence (Fernandez & Fuertes, 2010; O’Leary, Smith Slep, Avery-Leaf, & 
Cascardi, 2008) though it is debated whether this implies mutual battering or 
violence in self-defense (Williams, Ghandour, & Kub, 2008).
Analyses on a range of communication strategies as predictors of physi-
cal IPV have been conducted on marital, college-aged, and middle school 
populations, but only one such article used a sample of high school–aged 
adolescents. In their recent survey of 618 female reproductive clinic patients 
aged 15 to 24, Messinger et al. (2011) found that physical violence used and 
received in opposite-sex relationships were positively associated with esca-
lating strategies and negatively associated with verbal reasoning by either 
 at Edinburgh University on September 25, 2012jiv.sagepub.comDownloaded from 
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partner (with the exception of nonsignificance for reasoning used predict-
ing violence used), while avoidance was not associated with violence in 
any model.
However, by pooling together such a broad age spectrum, it may be that 
age-related differences were aggregated and masked. The literature hints that 
developmental processes may affect relationship communication pathways. 
For example, interpersonal communication styles are known to shift during 
adolescence (Laursen & Collins, 1994), and some evidence suggests that 
high school–aged females are far more “dismissive” (i.e. avoidant) and inse-
curely jealous or “preoccupied” (i.e. escalating) than college-aged females, 
while “secure” relationship styles (likely involving more verbal reasoning) 
are more equally distributed across age groups (Furman & Wehner, 1997). 
Relationship contexts, which may affect triggers to conflict, are also known 
to vary by age, including the relationship length and importance, prior rela-
tionship experience, and degree of sexual intimacy (Furman & Wehner, 
1997). Furthermore, age is associated with the prevalence (Rennison, 2001) 
and mutuality of violence (Morse, 1995), as are marital and cohabitation sta-
tus (Stets & Straus, 1990), again hinting at developmental variations in IPV 
relationships. If indeed relationship communication pathways are affected by 
a developmental process, previous IPV communications research on young 
adults cannot be generalized to apply to adolescents. This possibility under-
scores the need for IPV communication research on high school–aged adoles-
cents, a population ripe for early monitoring and intervention (O’Leary, 
1999; Rennison, 2001; Rivara et al., 2009).
The present article aimed to isolate the role of relationship communication 
in IPV among female adolescents by examining differences between the 15- 
to 19-year-old female adolescents and the 20- to 24-year-old female young 
adults in Messinger et al.’s (2011) previous sample of female clinic patients. 
To explore replicability of the adolescent findings across populations, the 
adolescent female clinic patients are then compared to a sample of 14- to 
19-year-old female adolescent students from four high schools. Based on the 
literature, we developed three hypotheses. First, we predicted that all com-
munication strategies would be used and received more frequently in violent 
relationships. Second, we predicted that adolescent females would report 
using more avoidant and escalating strategies than young adult females. 
Third, in the absence of preexisting empirical evidence, we also predicted 
that each of our samples would closely follow results from our prior work in 
that physical violence used and received would be positively associated with 
escalating strategies used and received, negatively associated with verbal rea-
soning used and received, and not associated with avoidance used or received.
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Method
To test the above hypotheses, three samples were used. The first two samples 
are drawn from a single larger group of 618 female reproductive health clinic 
patients aged 15 to 24 who had experienced an opposite-sex dating relation-
ship in the past year. After being recruited by staff members, respondents 
completed an anonymous survey through ACASI (audio computer-assisted 
self-interviewing) and were compensated with a US$10 gift certificate (for 
additional study methodology, see Messinger et al., 2011). The present article 
categorized this group into a “young adult clinic sample”—320 female 
patients 20 to 24 years old—and an “adolescent clinic sample”—298 female 
patients 15 to 19 years old. The third sample is from a larger study of 1,454 
male and female students from four urban high schools in the same city as the 
clinic, recruited through passive parental consent and student assent or con-
sent. Students were given an ACASI or paper-and-pencil questionnaire version, 
each participant being compensated with a US$10 gift card (for a complete 
methodology report, see Fry, Davidson, Rickert, & Lessel, 2008). Of the 790 
female students, this article analyzes the 487 adolescent females aged 14 to 19 
who reported having had an opposite-sex dating relationship in the past year, 
termed the “adolescent school sample.” The male students were excluded from 
analyses both to strengthen comparisons with the all-female clinic sample and 
because the male students may have been referring to the same relationships as 
female students, thus artificially weighting results. By employing these three 
samples, this article aims to, first, distinguish which results are age-specific for 
adolescents as compared to young adults and, second, whether these adolescent 
findings are robust across differing population samples.
Identical variables, coding, and analyses were used for all three samples. 
The two dependent variables, the frequency of physically violent behaviors 
used and received, are each subscales drawn from the Conflict in Adolescent 
Dating Relationships Inventory (CADRI; Wolfe et al., 2001). Four item pairs 
asked if the respondent and the respondent’s partner used the following 
behaviors: threw something at; pushed, shoved, or shook; slapped or pulled 
the hair of; or kicked, hit, or punched the other partner. Possible responses 
were zero times (coded 0), 1 to 2 times (coded 1), 3 to 5 times (coded 2), or 
six or more times (coded 3). These items were summed to create scales for 
the use and receipt of physical violence. Also drawn from the CADRI (Wolfe 
et al., 2001), the six main independent variables include the amounts of ver-
bal reasoning used and received (e.g., “offered a solution that I thought would 
make us both happy”), temporary conflict avoidance used and received (e.g., 
“put off talking until we calmed down”), and escalating strategies used and 
received, which is a combination of movement-restricting controlling strategies 
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(e.g., “kept track of who s/he was with and where s/he was”) and verbally 
aggressive strategies (e.g., “said things just to make him/her angry”). These 
key independent variables are scored the same way as the physical violence 
dependent variables. Verbal reasoning and temporary conflict avoidance, 
originally a single submeasure of the CADRI, were treated as separate con-
structs because evidence suggests that they have very distinct impacts on 
violence in relationships (see Messinger et al., 2011). Cronbach’s alpha reli-
ability coefficients were strong for violence used (young adult clinic sample, 
adolescent clinic sample, and adolescent school sample: α   .88, .82, and .84 
respectively) and received (α   .87, .87, and .86), escalation strategies used (α 
  .89, .86, and .86) and received (α   .90, .88, and .85), and reasoning used (α 
  .86, .78, .78) and received (α   .84, .79, and .78), while reliability was more 
modest for avoidance used (α   .65, .61, and .52) and received (α   .66, .64, 
and .46). Last, several known predictors of IPV were controlled for, including 
experiencing child sexual abuse, relationship importance, relationship length, 
number of pregnancies, age, and race-ethnicity. Since the CADRI inquires 
only about the previous year, analyses were adjusted with an exposure time 
variable assessing the number of months a relationship existed within the past 
year.
There were no missing data in the adolescent and young adult clinic sam-
ples. In the adolescent school sample, there were missing cases for physical 
violence used (n   1) and received (n   34), reasoning used (n   17) and 
received (n   41), avoidance used (n   7) and received (n   38), escalation 
used (n   30) and received (n   44), experiencing child sexual abuse (n   14), 
relationship importance (n   4) and length (n   2), times pregnant (n   13), 
race-ethnicity variables (n   59), and months exposed to the CADRI time 
frame (n   12). Adolescent school data was missing at random (MAR) rather 
than missing completely at random (MCAR), with missingness on several of 
the communication variables significantly associated with lower mean scores 
on other communication and violence variables (t tests, p  .05). Pairwise 
deletion of missing cases was used for bivariate descriptive analysis of the 
adolescent school data. However, to account for patterns of missingness in 
multivariate analysis of the adolescent school sample, we employed STATA’s 
ICE program (Royston, 2009), where multiple imputed data sets with five 
iterations were generated for each model analyzed, each time using all the 
variables for that given model during the imputation process.
Following Messinger et al.’s (2011) approach, for multivariate analyses, 
the three samples were each divided into two overlapping subsamples: the 
first subsamples included respondents who, in the past year, used physical 
violence (young adult clinic subsample No. 1, n   88; adolescent clinic sub-
sample No. 1, n   108; adolescent school subsample No. 1, n   215) and, for 
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comparison, those who neither used nor received violence (young adult clinic 
subsample No. 1, n   225; adolescent clinic subsample No. 1, n   181; ado-
lescent school subsample No. 1, n   239), and the second set of subsamples 
included respondents who, in the past year, received violence (young adult 
clinic subsample No. 2, n   64; adolescent clinic subsample No. 2, n   72; 
adolescent school subsample No. 2, n   136) and, again, the same respon-
dents from the first subsamples who neither used nor received violence. 
Violence users and receivers were never directly compared because of the 
considerable number falling into both groups (young adult clinic sample, n   
57; adolescent clinic sample, n   63; adolescent school sample, n   128).
Each use-receipt communication variable set was split into separate models 
for multivariate analysis due to strong multicollinearity within each set 
(within-set correlations: young adult clinic sample, r   .73-.88; adolescent 
clinic sample, r   .63-.89; adolescent school sample, r   .71-.87) and far lower 
correlation coefficients for bivariate associations across strategy types. The 
communication variables were assigned models to replicate Messinger et al.’s 
(2011) approach so as to increase the strength of cross-paper comparisons; in 
addition, these models reflect the literature’s assertion that escalating strate-
gies are often perceived as a means to gain control relative to a less conten-
tious approach like reasoning or avoidance. Specifically, negative binomial 
regression, suited for dependent variables measuring an event frequency for 
which the probability of occurrence shifts over time, was conducted on four 
models to see if (M1) escalating strategies used and avoidance and reasoning 
received affect physical violence used by the young women, if (M2) escalating 
strategies used and avoidance and reasoning received affect violence received, 
if (M3) escalating strategies received and avoidance and reasoning used affect 
violence used, and if (M4) escalating strategies received and avoidance and 
reasoning used affect violence received. Models include all aforementioned 
control variables and were adjusted for exposure to the CADRI’s time frame. 
Consistent with Messinger et al.’s (2011) analytic approach, Models M1 and 
M3 were run with the young adult clinic subsample No. 1, adolescent clinic 
subsample No. 1, and adolescent school subsample No. 1 (violence used by 
the women), and Models M2 and M4 were run with the young adult clinic 
subsample No. 2, adolescent clinic subsample No. 2, and adolescent school 
subsample No. 2 (violence received by the women).
Results
Demographically, the young adult clinic sample had a mean age of 22.04 years, 
25% of the sample reported Latino descent, and, regarding race, 28% of the 
sample was Black, 32% White, and 12% Asian American. Our adolescent 
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clinic sample (M   17.78) was slightly older than the adolescent school 
sample (M   16.02). Ethnically, 40% of the adolescent clinic sample reported 
Latino descent, as compared to 76% of the adolescent school sample. 
Racially, 40% of the adolescent clinic sample reported their race as Black, 
16% Asian American, and 12% White, as compared to the adolescent school 
sample who reported 48% Black, 1% Asian American, and 6% White. Despite 
demographic differences between these samples, the means for the communi-
cation variables suggest marginal differences (Table 1). Given evidence in the 
literature to the contrary (see Miller et al., 2010), it is surprising that violence 
means were lower, albeit only slightly, for both of the clinic samples. Though 
the correlations (p  .05) between the communication and physical violence 
variables for the most part were stronger within the adolescent school 
Table 1. Comparing Means, Standard Deviations, and Correlation Matrices for the 
Young Adult Clinic, Adolescent Clinic, and Adolescent School Female Samples
Variables 1 2 3 4 5 6 7 8 Sample
1. Physical used — 0.68* 0.28* 0.33* 0.23* 0.17* 0.53* 0.57* Clinic
2. Physical rec 0.59* — 0.20* 0.23* 0.15* 0.02 0.43* 0.57* 20-24 yo, N   320
3. Avoidance used 0.18* 0.12* — 0.73* 0.60* 0.54* 0.45* 0.44*  
4. Avoidance rec 0.24* 0.15* 0.63* — 0.54* 0.48* 0.49* 0.45*  
5. Reasoning used 0.16* 0.16* 0.38* 0.40* — 0.88* 0.55* 0.50* Clinic
6. Reasoning rec 0.19* 0.19* 0.40* 0.39* 0.89* — 0.42* 0.36* 15-19 yo, N   298
7. Escalating used 0.58* 0.45* 0.23* 0.41* 0.48* 0.45* — 0.88*  
8. Escalating rec 0.46* 0.55* 0.23* 0.39* 0.43* 0.39* 0.85* —  
1. Physical used — School
2. Physical rec 0.68* — 14-19 yo, N   487
3. Avoidance used 0.27* 0.21* —  
4. Avoidance rec 0.22* 0.16* 0.71* —  
5. Reasoning used 0.30* 0.25* 0.52* 0.50* —  
6. Reasoning rec 0.35* 0.22* 0.49* 0.49* 0.89* —
7. Escalating used 0.65* 0.54* 0.37* 0.35* 0.45* 0.45* —
8. Escalating rec 0.60* 0.61* 0.34* 0.35* 0.45* 0.39* 0.84* —
M 0.91 0.62 2.56 2.45 9.73 9.03 8.27 7.66 Clinic
SD 2.02 1.67 1.77 1.83 4.49 4.46 6.62 6.78 20-24 yo
M 1.15 0.76 2.48 2.49 9.72 9.18 8.64 8.19 Clinic
SD 2.08 1.85 1.68 1.72 3.96 4.10 6.26 6.61 15-19 yo
M 1.71 0.95 2.54 2.41 8.68 8.47 7.09 6.20 School
SD 2.70 2.14 1.69 1.66 4.15 4.18 5.57 5.52 14-19 yo
Note: Variables listed are additive frequency scales from the CADRI. Due to differing numbers of items per 
scale, these variables have different score ranges (avoidance, 0-6; reasoning, 0-30; escalating, 0-18; violence, 
0-12). Rec   Received; yo   years old.
*p  .05.
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Table 2. Means for Avoidance, Reasoning, and Escalation Strategies Among Women 
















No violence 2.21* 2.03* 8.96* 8.48* 5.78* 5.10*
Violence users 3.41 3.45 11.56 10.35 14.22 13.81
Violence receivers 3.36 3.56 11.61 10.20 14.81 15.00
Clinic, 15-19 yo
No violence 2.23* 2.12* 9.09* 8.51* 5.95* 5.53*
Violence users 2.91 3.04 10.53 10.13 12.90 12.06
Violence receivers 2.78 3.17 10.78 10.22 13.96 13.99
School, 14-19 yo
No violence 2.11* 2.06* 7.58* 7.17* 4.16* 3.56*
Violence users 3.14 2.81 10.15 10.02 10.64 9.17
Violence receivers 3.04 2.76 10.46 10.01 11.62 10.88
Note: Respondent groups defined by use and receipt of physical violence in dating relationship of past 
year. Due to differing numbers of items per scale, strategy types have differing score ranges (avoidance, 0-6; 
reasoning, 0-30; escalating, 0-18); t test difference both between the no-violence group and violence users 
and between the no-violence group and violence receivers. yo   years old.
*p < .05.
sample—perhaps partially due to its higher violence means—the relative 
strength of the correlations between communication types was predominantly 
stable across samples. As predicted in our first hypothesis, in all samples, all 
communication strategies were used and received significantly more fre-
quently (t test, p  .05) in violent relationships than nonviolent relationships 
(Table 2). In addition, for our second hypothesis we expected that adolescent 
females would report using more avoidant and escalating strategies than young 
adults. This was the case, if marginally, for escalating communication used, 
whereas adolescent clinic patients were actually less avoidant than young adult 
clinic patients. There were no significant differences between the adolescent 
and young adult clinic samples in mean frequencies of communication strat-
egies and violence (p  .05).
Looking at the negative binomial regression models (p  .05) detailed in 
Tables 3 and 4, with the young adult clinic sample, interestingly, none of the 
control variables were predictive of the frequency of violence used or 
received. Regressions of the adolescent clinic sample revealed that greater 
frequency of physical violence used was associated with shorter relationships 
and reporting Black race, while greater frequency of received physical vio-
lence was associated with experiencing more pregnancies and receipt of child 
 at Edinburgh University on September 25, 2012jiv.sagepub.comDownloaded from 
2928  Journal of Interpersonal Violence 27(14)
Table 3. Comparison of Adolescent Women’s Use of Physical Violence With 
Adolescent Women Not in a Physically Violent Relationship
Dependent Variable: Physical Violence Used by Women
 Clinic, yo 20-24a Clinic, 15-19 yoa School, 14-19 yo
Predictor IRR 95% CI IRR 95% CI IRR 95% CI
Reasoning used 0.97 [0.89, 1.05] 0.96 [0.90, 1.03] 1.02 [0.97, 1.07]
Reasoning rec 0.97 [0.90, 1.04] 0.93* [0.88, 0.99] 1.04 [1.00, 1.09]
Avoidance used 1.20* [1.02, 1.42] 1.03 [0.90, 1.17] 1.08 [0.98, 1.19]
Avoidance rec 1.19* [1.02, 1.39] 1.00 [0.88, 1.14] 0.98 [0.89, 1.07]
Escalating used 1.20* [1.14, 1.26] 1.19* [1.14, 1.24] 1.18* [1.15, 1.22]
Escalating rec 1.18* [1.14, 1.23] 1.13* [1.09, 1.18] 1.15* [1.11, 1.18]
Note: Negative binomial regressions conducted on violence users and respondents not in a 
violent relationship. Due to multicollinearity of used-received communication variable pairs, 
these pairs were divided into four models, presented here in one table for ease of interpreta-
tion. Control variables described in Methods section were included in all models. Variables 
listed are additive frequency CADRI scales. Rec   Received; IRR   incidence-rate ratios; CI   
confidence interval; yo   years old.
a. Drawn from same larger sample of 15- to 24-year-old female clinic patients.
*p  .05.
sexual abuse. In the adolescent school sample, greater frequency of violence 
used was associated again with shorter relationships as well as with less 
important relationships and younger respondents, while greater frequency of 
violence received was associated with shorter relationships and experiencing 
child sexual abuse.
Regarding the key predictors in these multivariate models, escalating 
strategies were positively associated with physical violence used and received 
in all three samples, wherein a one-unit increase in the amount of escalating 
strategies by either partner was associated with an increase in violence used 
by 13% to 20% and violence received by 20% to 23%. The points of depar-
ture among these samples were with reasoning and avoidance. With this in 
mind, several age differences were apparent between the clinic samples. For 
the young adult clinic patients, avoidance used and received were associated 
with an increase in violence used (18%-20% per unit increase of avoidance), 
and reasoning used and received were associated with a decrease in violence 
received (9% per unit increase of reasoning). Conversely, for the adolescent 
patients, every unit increase of reasoning received was associated with a 7% 
decrease in violence used. This particular adolescent clinic sample result on 
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reasoning—in only one sample and with a weak effect size—was the only to 
differentiate the two adolescent samples. Beyond this, the remaining results 
of the adolescent clinic sample were replicated with the adolescent school 
sample, with only escalating strategies (in all models) predicting violence.
In reviewing these results, it is apparent our third hypothesis held across 
multivariate analyses of all three samples for only reports of escalating strate-
gies used and received, which were positively associated with violence used 
and received as expected. While we predicted for all samples that reasoning 
used and received would be negatively associated with violence used and 
received as in our previous article (Messinger et al., 2011), instead we found 
reasoning was negatively associated with violence only with the two clinic 
samples, and the gender of the violence user differed across the two age 
groups. Lastly, as with our previous article merging the young adult and ado-
lescent clinic patients, we predicted for all samples that violence would not 
be associated with avoidance. However, the nonsignificant negative associa-
tion in our previous article was significant in our present analyses on violence 
used by the young adult clinic patients.
Discussion
This study addressed an important gap in the IPV literature regarding the role 
of relationship communication among adolescents, an age group particularly 
Table 4. Comparison of Adolescent Women’s Receipt of Physical Violence With 
Adolescent Women Not in a Physically Violent Relationship
Dependent Variable: Physical Violence Received by Women
 Clinic, yo 20-24a Clinic, 15-19 yoa School, 14-19 yo
Predictor IRR 95% CI IRR 95% CI IRR 95% CI
Reasoning used 0.91* [0.84, 0.98] 0.94 [0.87, 1.02] 0.99 [0.94, 1.05]
Reasoning rec 0.91* [0.83, 0.99] 0.99 [0.92, 1.07] 0.99 [0.94, 1.04]
Avoidance used 1.06 [0.89, 1.27] 1.03 [0.89, 1.18] 1.08 [0.96, 1.21]
Avoidance rec 1.12 [0.93, 1.35] 0.95 [0.81, 1.11] 0.96 [0.85, 1.09]
Escalating used 1.21* [1.14, 1.29] 1.21* [1.15, 1.28] 1.22* [1.18, 1.27]
Escalating rec 1.23* [1.18, 1.29] 1.20* [1.16, 1.25] 1.21* [1.16, 1.25]
Note: Negative binomial regressions conducted on violence receivers and respondents not in a violent 
relationship. Due to multicollinearity of used-received communication variable pairs, these pairs were 
divided into four models, presented here in one table for ease of interpretation. Control variables described 
in Methods section were included in all models. Variables listed are additive frequency CADRI scales. Rec   
Received; IRR   incidence-rate ratios; CI   confidence interval; yo   years old.
a. Drawn from same larger sample of 15- to 24-year-old female clinic patients.
*p  .05.
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appropriate for early monitoring and intervention. Reflecting the literature, 
and as predicted in our first hypothesis, females in all three samples involved 
in violent relationships reported using and receiving all communication strat-
egies—reasoning, avoidance, and escalating strategies—more frequently 
than those in nonviolent relationships. Future research could test whether this 
relationship is spurious with a conflict frequency measure since conflicts 
generate opportunities for both violence and conflict resolution communica-
tions. As to whether the literature is accurate in the posited time order for 
communication strategies, future research, especially longitudinal, will be 
invaluable. Given evidence of an increased IPV risk for clinic patients (see 
Miller et al., 2010), it was surprising that violence means would be lower 
within the clinic sample. Demographic sample differences could help explain 
this, but additional inquiry is needed. Importantly, contrary to what has been 
suggested and predicted in our second hypothesis, we found no significant 
differences between the adolescent and young adult clinic samples in reported 
mean frequencies of communication strategies and violence. This suggests 
that aging may affect the motivations behind and perceptions of communica-
tion strategies more so than the frequencies with which those strategies are 
employed.
In multivariate analysis, control variables provided both expected and 
unexpected results. That having experienced child sexual abuse is associated 
with violence receipt in the adolescent samples is consistent with prior 
research and suggests children can learn from parents to normalize violence 
victimization (e.g., Gómez, 2011; Heyman & Slep, 2002). However, the find-
ings that shorter relationships in both adolescent samples and less important 
relationships in the adolescent school sample were associated with the use of 
violence runs contrary to prior adult and college student research on relation-
ship seriousness (Lewis & Fremouw, 2001). Why no control variables were 
predictive of violence for the young adult clinic sample is not entirely clear.
Our third hypothesis regarding key variables in multivariate analysis was 
drawn only from prior research on young adults and adults due to the lack of 
similar research on adolescents, so in this regard these analyses were explor-
atory. It is perhaps not surprising that we found support for only a portion of 
our third hypothesis in that the reported use and receipt of escalating strate-
gies were positively associated with the use and receipt of physical violence 
in all samples, a common result in research on adolescents (e.g., Halpern 
et al., 2001). Thus the key differences resided with reasoning and avoidance. 
When comparing the adolescent and young adult clinic patients, differences 
emerged that indicate our previous article (Messinger et al., 2011) may have 
masked age differences when combining these two groups in analysis. Our 
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results suggest that, once one reaches young adulthood, reasoning by either 
partner is not associated with violence by females but is predictive of a 
decrease in violence by their male partners. Future research should explore 
the qualitative use and interpretation of reasoning in relationships, with a 
strong focus on gender differences. As indicated by the two clinic samples, 
by young adulthood, temporary avoidance used and received may become a 
significant trigger to violence for women, which contradicts one of the few 
articles on this topic (Furman & Wehner, 1997). Significant correlates of 
avoidance did not differ across the two clinic samples, but it is possible that 
the perceptions and purposes of avoidance differ with age, such as avoiding 
to acquire control over a partner versus avoiding due to deficits in verbal 
reasoning. A conflict frequency variable in future research may help deter-
mine if these significant differences between age groups are in part explained 
by variance in differential mean conflict frequency, though this is less likely 
the case for escalating strategies given its large coefficient across samples.
This comparison of the young adult and adolescent clinic samples reaf-
firms our suspicion that existing studies on young adults are not a sufficient 
proxy for data on adolescents. By focusing analyses on our adolescent 
clinic sample and then comparing it to the adolescent school sample, we 
were able to explore replicability. Our two adolescent samples differed 
solely in that violence used by the females was negatively associated with 
reasoning received from their male partners only in the adolescent clinic 
sample. For the most part our findings provide evidence of generalizability 
with far more commonalities across population type (clinic vs. school and 
differing ethnic groups) than differences. While future research would do 
well to verify our results with additional adolescent populations, several 
intervention implications can be drawn from our adolescent results. With a 
one-unit decrease in escalating strategy frequency being associated with a 
13% to 22% dip in violence frequency regardless of gender, finding ways 
to decrease the use of escalating strategies in adolescent relationships 
remains a potentially fruitful violence reduction strategy. Conversely, the 
inhibiting effect of reasoning on violence is present neither for males as 
reported by females in the adolescent clinic sample, nor for both males and 
females as reported by females in the adolescent school sample, which 
raises concerns as to the potential robustness of reasoning for defusing ado-
lescent conflict. In addition, avoidance is not associated with violence in 
either adolescent model, indicating that this may not be a useful avenue for 
decreasing violence in adolescent relationships.
Like most research, this study is not without its limitations. In particular, 
for feasibility reasons, this study employs a cross-sectional design, so the 
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temporal relationship of strategies could not be tested. While relying on 
female self-reports from the male–female school sample enabled us to make 
stronger comparisons with the all-female clinic sample, it is possible that 
results and conclusions may have differed had males been included, particu-
larly as evidence strongly suggests males tend to underreport physical vio-
lence in relationships relative to their female partners (Armstrong, Wernke, 
Medina, & Schafer, 2002). Furthermore, contextual variables like violence 
motivations, outcomes, and initiation were not assessed, so value labels like 
“abuser” and “victim” cannot be readily applied to our data (Williams, 
Ghandour & Kub, 2008). That said, these data push the discourse forward on 
communication in IPV relationships, both in verifying adolescent IPV rela-
tionship communication patterns across population types and suggesting 
potential points of departure between adolescents and young adults. Given 
these findings, future empirical and policy-oriented work should continue to 
explore whether indeed the use of a range of communication strategies is 
affected by life transitions between adolescence and young adulthood.
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Adolescent Relationship Violence: Help-Seeking
and Help-Giving Behaviors among Peers
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Leslie L. Davidson
ABSTRACT Young people tend to disclose relationship violence experiences to their peers, if
they disclose at all, yet little is known about the nature and frequency of adolescent help-
seeking and help-giving behaviors. Conducted within a sample of 1,312 young people from
four New York City high schools, this is the first paper to ask adolescent help-givers about
the various forms of help they provide and among the first to examine how ethnicity and
nativity impact help-seeking behaviors. Relationship violence victimswho had everdisclosed
(61 %) were more likely to choose their friends for informal support. Ethnicity was
predictive of adolescent disclosure outlets, whereas gender and nativity were not. Latinos
were significantly less likely than non-Latinos to ever disclose to only friends, as compared to
disclosing to at least one adult. The likelihood of a young person giving help to their friend in
a violent relationship is associated with gender, ethnicity, and nativity, with males being
significantly less likely than females to give all forms of help to their friends (talking to their
friends about the violence, suggesting options, and taking action). Foreign-born adolescents
are less likely to talk or suggest options to friends in violent relationships. This study also
found that Latinos were significantly more likely than non-Latinos to report taking action
with or on behalf of a friend in a violent relationship. This research shows that adolescents
often rely on each other to address relationship violence, underlining the importance of
adolescents’ receipt of training and education on how to support their friends, including
when to seek help frommore formal services. To further understand the valuable role played
by adolescent peers of victims, future research should explore both which forms of help are
perceived by the victim to be most helpful and which are associated with more positive
outcomes.
KEYWORDS Dating violence, Relationship violence, Help-giving, Help-seeking,
Adolescents, Peer support
Adolescent relationship violence—sexual, physical, or psychological abuse between
adolescent romantic partners—is prevalent1,2 with estimates suggesting that approxi-
mately one in 10 adolescents are victims of relationship violence.3,4 The health
consequences of adolescent relationship violence are varied and can include increased
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risk of eating disorders, suicidal thoughts or attempts, low self-esteem and poor
emotional well-being, substance abuse, risky sexual behaviors, teen pregnancy, and
STIs.5–13
While relationship violence poses serious challenges for victims, it may also affect
peers because these friends of victims may play an important supportive role. Often
such peers do not have the knowledge or skills to handle these situations. To date, little
research has explored which adolescents are most likely to seek help from peers, and no
study has detailed the range of supports peers report employing to help their friends.
The present paper begins to fill these important gaps in the literature by examining in
four New York City (NYC) high schools, both the self-reported help-seeking behaviors
of adolescent relationship violence victims as well as the range of help-giving behaviors
utilized by peers to whom victims disclose. Results will inform the development of
interventions designed to assist young people in more effectively responding to
relationship violence victimization disclosure by a friend.
ADOLESCENT HELP-SEEKING BEHAVIORS
Less than half of adolescent victims of relationship violence ever seek help from
anyone14 and those that do predominantly disclose to informal support sources like
their friends and family rather than formal support sources like health professionals and
law enforcement.14–16 Receiving help from informal social supports may have positive
effects for victims, including lower levels of depression and anxiety,17 elevated
confidence and openness to future help-seeking,18 and for those experiencing less
violent relationships, a lower risk of being re-abused than traditionally found among
relationship violence victims.19
When adolescent victims disclose to informal support sources, they initially
disclose solely to peers in nearly three out of four cases,20 particularly when the
victim’s relationship entails less physical violence.21 In fact, as many as 54 % of high
school students indicate that they personally know a relationship violence victim.23
Adolescents also turn to peers for support in the case of sexual violence
victimization, whether the victimization occurred in or outside of a relationship.
According to an analysis of the National Survey of Adolescents, adolescent women
whose unwanted sexual experience occurred while they were high school age more
often told a peer than told others about the incident.24
This pattern of victims turning to peers for supportmay in part be due to a perception
that peers are less likely than adults to breach confidentiality or blame the victim.24,25
Additionally, adolescents often talk to other adolescents more freely than to adults
about their personal lives and romantic relationship problems. Such conversations in
turn can lead to victimization disclosures.16 Adolescents are only more likely to reach
out to adults than peers when physical violence is severe and escalating, perhaps because
adults may be perceived as having more power to intervene.21
Unfortunately, the majority of adolescent victims tell no one about the violence
they are experiencing in their relationships. Research consistently finds that males
are less likely to seek help than females.21 It has been speculated that this may be due
in part to certain masculinity norms that inhibit help-seeking and reporting
victimization in general.22 The dearth of victim services designed for men may also
serve as a deterrent from seeking formal help. Considerably less attention has been
paid by scholars to race–ethnicity and nativity in help-seeking behaviors among
adolescents, although an emerging literature suggests that social minority status and
cultural norms can inhibit disclosure and help-seeking.26
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ADOLESCENT HELP-GIVING BEHAVIORS
There are three main forms of help identified by the literature that adolescent peers and
adults may provide to victims: emotional support (e.g., sympathy, encouragement), advice,
and engaging in tasks that help the victim cope with or escape from relationship violence.14
Adults appear to employ all three forms of help with some regularity. According to a large
national study, 88 % of adults provided emotional support to victims, approximately half
directed victims to a professional agency like the police or shelters, and one in six took
action on behalf of the victim either by offering financial support, providing a place for the
victim to stay, or helping the victim leave the relationship.27 Preliminary evidence based on
responses to hypothetical scenarios suggests that adolescents differ from adults in that
adolescents may predominantly provide emotional support,15,28 with friends often being
viewed by victims as resources through which to “sort things out” and feel emotionally
supported.29 This possible reliance on emotional support from peers with less emphasis on
providing advice and taking actionmay be explained by their youth and lack of experience,
whereby they may be less aware of the options available. They also have few instrumental
and financial resources available to them.Much of what has been studied about adolescent
help-giving behavior is based on responses to hypothetical scenarios rather than their own
experiences.15,28 The sole study to explore help-giving responses to actual adolescent victim
disclosures assessed emotional support and relied upon victims to report on the help-giving
behaviors they received rather than sampling the help-givers directly.16 Research is needed
that directly surveys adolescent help-givers about the forms of help they provide.
Given the nascent state of this literature, it is not surprising that research has yet to
investigate whether types of help-giving behaviors vary across demographic groups.
Additionally, in light of evidence suggesting that minority status and cultural norms can
serve to inhibit racial and ethnic minorities and immigrants from seeking out informal
help-giving sources26 and since friendships tend to be between members of the same
demographic group,30 many friends of minority and immigrant victims in violent
relationships are likely to be minorities and immigrants themselves. Thus, it is possible
that many of the same cultural, language, and stigma-related barriers that deter
minority and immigrant victims from seeking help may also hinder peers from these
demographic groups from providing their friends with a wide array of support options.
Lastly, it is well-known that there are significant barriers to help-seeking for sexual
assault survivors and that those who do decide to seek help face both positive and
negative responses,31,32,42 no work to date has been conducted on whether a history of
child sexual abuse or relationship violence is associated with the likelihood of providing
support and help to a peer who discloses relationship violence.
The present paper represents the first effort in the adolescent relationship violence
literature to explore help-giving behaviors as reported by the help-givers, including
establishing the prevalence of and factors which predict a broad range of help-giving




This study was conducted in four NYC high schools during the 2006–2007 school
year. To identify schools, initial outreach was conducted using convenience
sampling. Fifteen potential high schools across the five boroughs of NYC were
identified for potential inclusion. Eleven high schools were unable to participate due
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to the study timing and existing workloads. Four schools expressed interest in
participating and were chosen for this study. Three schools were widely distributed
in Manhattan, and one school was located in Brooklyn. One of the schools was
located within a predominately Latino community. In addition, one school was
classified as an alternative transfer high school, meaning students must be at least
16 years old and have attended another high school prior to enrolling. The transfer
high school provides students the opportunity to earn their high school diploma in a
smaller, student-centered learning community.20 Our study sample follows the same
age distribution patterns as NYC Department of Education data for all students in
NYC over the same time period.20 Owing to multi-organizational involvement, the
protocol and consent for this study were reviewed and approved by three
Institutional Review Boards including that of the NYC Department of Education
and permission was also received from each of the corresponding School Board
Superintendents and School Principals. Passive parental consent was obtained after
mailing letters to the parents in English, Spanish, and/or Chinese which contained
study information and the opportunity to refuse consent through return of a form in
a self-addressed and stamped envelope. Students whose parents refused consent were
not invited to participate in the study. Active assent of the student was also requested
at the time of survey implementation.
Due to the prevalence of relationship violence among adolescents and the
sensitive nature of the survey questions, the study partners felt it was imperative to
provide students with referral information for local counseling services. In planning
the study, the authors conducted focus groups with young people to develop a
youth-friendly referral leaflet specifically for the study. Through this process, the
NYC Teen Health Map was developed to provide sexual and relationship violence
referral information in a discrete way. The pocketsize foldable maps include a youth-
designed cover with a NYC subway map on one side and specific youth referral
information for relationship violence and non-partner sexual violence on the other
side in small print. In addition to developing the referral maps, the study partners
also engaged with young people who acted as evaluators of the services listed to
ensure that they were appropriate and responsive to young people. Maps and a
brochure about healthy relationships were given to each student in the four
participating schools, regardless of study participation. During data collection,
trained rape crisis advocates were also available in case a student wanted to talk to
someone or receive further information. Several members of the research team were
also certified crisis counselors. No student approached the team to discuss any issues
that arose as a result of the study, but several of the young people asked for more
NYC Teen Health Maps to give to their friends in other schools. Study results were
shared with faculty, students, and parents in each school.
Surveys were implemented during the school week in health and physical education
classes. Students were offered a $10 gift card to a bookstore for participating (for more
detailed methods, see20). Two of the four schools completed an audio computer assisted
or ACASI version of the survey, and owing to a lack of computer availability, the other
two schools utilized a paper and pencil version. The two school samples using the paper
surveys rather than ACASI had significantly greater proportions of females, non-
Latinos, and native-born students, but the survey format was not associated with any of
the dependent variables of interest regarding help-seeking and help-giving behaviors
(χ2, pG0.05).
Students chose whether they wished to take the survey in English or in Spanish.
The participation rate for the study was 70 %. Forty-six parents opted their child
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out of the study, and 52 youths opted themselves out. Of the 1,454 students who
participated and answered at least one survey question, 142 were removed from
analysis for extensive missing data.
Survey Measures
Help-Seeking. Help-seeking behavior was assessed through the questions to those
reporting the experience of relationship violence, “Did you ever tell anyone about
experiencing any physical and sexual violence from a partner,” “Who did you tell
first,” and “Who else did you tell?” The response categories for disclosure included
parent, doctor or health professional, friend, minister, priest or rabbi, therapist or
counselor, and other. Three variables were constructed out of these items for
analyses. First, a dichotomous variable assessed whether or not disclosure occurred.
Second, among those who had disclosed to someone, a binary variable assessed who
was disclosed to first, a friend or an adult. A third variable was constructed that
indicated, among those who ever disclosed violence, did they tell only friends or at
least one adult. Due to a Spanish translation omitting a word in one question,
Spanish language surveys were excluded for help-seeking behavior variables (n=77).
The help-seeking analyses were conducted among adolescents who reported ever
experiencing physical or sexual violence within their relationship and who answered
the help-seeking questions (n=126).
Help-Giving. Help-giving behavior was assessed if the adolescent reported that they
had a friend in a violent relationship. For all who responded affirmatively, each
completed nine follow-up questions about the nature of any support they may have
provided across three non-overlapping help-giving domains: talking to their friend,
suggesting options, and taking action.Talking to their friend was assessed through the
item, “Have you talked to this friend about the violence?” Suggesting options to their
friend was assessed through four items asking, “Have you given this friend advice?,”
“Have you told him/her to call a hotline?,” “Have you told him/her to talk to an
adult?,” and “Have you told him/her to leave this partner?” Taking action on behalf of
or with the victimwas assessed through four items asking, “Have you called a hotline to
figure out how to help your friend?,” “Have you gone with your friend to get some help
like at a clinic?,” “Have you talked to the partner directly about his/her violence?,” and
“Have you talked to an adult about your friend’s problem?” Cronbach’s alphas were
modest for both the suggesting options (α=0.53) and taking action scales (α=0.51),
suggesting that respondents relied upon a broad range of tactics within these two help-
giving categories. The help-giving analyses were conducted with adolescents who
reported having a friend in a violent relationship (n=272).
Relationship Violence Victimization. A history of lifetime physical and sexual
relationship victimization was measured using the 23-item Dating Violence Inventory
and Family Abuse Scale developed by Symons and colleagues.33 Respondents were
asked how often in their lives (ranging from “never” to “4 or more times”) a current or
previous partner had used physical relationship violence against them (e.g., “Slapped or
hit you,” “Punched you,” “Choked you”) and sexual relationship violence against
them (e.g., “Tried to force you into sexual activity,” “Raped you”). For the purposes of
analysis, a dichotomous variable was constructed in which respondents were
categorized as either having experienced at least one incident of relationship violence
victimization (coded 1) or not (coded 0).
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Child Sexual Abuse Victimization. Child sexual abuse was measured using a series of
questions expanded from those proposed by Symons et al.33 These questions were
preceded in the survey by a definition of sexual abuse: “when we ask about ‘sexual
abuse,’ we mean any sexual fondling, touching, oral sex or intercourse (penetration of
the vagina or anus with a penis, fingers or object).”Respondents were then asked in five
separate items, “How often in your life has…your parent sexually abused you or forced
you to have sex…a family member other than a parent sexually abused you or forced
you to have sex…an older acquaintance (such as a family friend, teacher, minister,
neighbor, etc.) sexually abused you or forced you to have sex…someone else your age
who you knew but was not your partner sexually abused you or forced you to have
sex….and a stranger sexually abused you or forced you to have sex?” Response
categories ranged from “never” to “4 or more times.” In analyses, child sexual abuse
was coded as a dichotomous variable, where respondents were categorized as either
having experienced at least one child sexual abuse incident or not.
Demographic Variables. The demographic variables analyzed in this study include
gender, ethnicity, and nativity. Ethnicity was measured with two questions, “Are you
of Latino descent or background?” (yes or no) and “Which racial group(s) do you
identify with or belong to?” (Black, White, Asian, another racial group). Nativity
was assessed through the question, “Were you born in the U.S.?” (yes or no).
Missing Data
Of the full sample of 1,312 respondents, minimal data were missing on gender
(missing n=1), Latino ethnicity (n=2), national origin (n=7), age (n=6), history of
child sexual abuse (n=41), help-seeking variables (n=40), and whether the
respondent ever had a friend in a violent relationship (n=58). Of those who
reported having a friend in a violent relationship, few respondents did not complete
the help-giving items on talking to their friend (n=6), suggesting options (n=10),
and taking action (n=9). Of the 1,015 respondents who answered in the affirmative
to a screening question regarding whether they had ever had a romantic or sexual
relationship, only two respondents did not complete all of the survey items on
lifetime physical and sexual relationship violence victimization history. Of the
variables with the greatest missing data—child sexual abuse, help-seeking, and
having a friend disclose relationship violence—two thirds of respondents had
missing data on only one of these variables. Males were significantly less likely than
females to answer the help-seeking items and the item regarding whether a friend
had disclosed relationship violence. Given that little data were missing, listwise
deletion of missing cases was used for analyses.
Data Analyses
Univariate analyses were performed on all variables, including demographic
variables, relationship and sexual violence victimization histories, help-seeking
behaviors, and help-giving behaviors. Bivariate logistic regression analyses were
employed to examine help-seeking behaviors to determine if the odds of disclosing
to anyone by the time of the survey were associated with gender, Latino ethnicity,
and nativity and to determine if the odds of who was disclosed to first, a friend or an
adult, are associated with gender, Latino ethnicity, and nativity. Finally, for help-
seeking behaviors, bivariate logistic regression was used to determine if gender,
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Latino ethnicity, and nativity were associated with the odds of ever only disclosing
to friends by the time of the survey, relative to ever disclosing to any adult.
For help-giving behaviors, bivariate logistic regression analyses were employed to
determine whether the help-giver’s history of child sexual abuse or dating violence
victimization was associated with talking with their friend, suggesting options, and
taking action with or on behalf of their friend in a violent relationship. Lastly,
multiple variable logistic regression explored whether gender, Latino ethnicity, and
nativity were associated with talking with their friend, suggesting options, and
taking action with or on behalf of their friend in a violent relationship. Since the
help-giver’s personal experiences of child sexual abuse and dating violence
victimization were not significant predictors of help-giving behaviors in the bivariate
analyses, they were not included in the multiple variable regression model in the
interest of model parsimony and statistical power. Unlike the multiple variable
regression analysis, all other previously mentioned non-univariate analyses were
conducted in a bivariate rather than multiple variable regression format due to their
smaller model sample sizes.
RESULTS
Sample Description
The demographic characteristics of the sample are reported in Table 1. As can be seen,
slightly more than half were female, and about half were between the ages of 15 and 16.
Almost three quarters of the sample reported Latino ethnicity, while self-reported race
varied widely. Finally, about one quarter were born outside of the USA.
With regard to victimization, 38 % (n=384) of respondents reported experiencing
physical and/or sexual relationship violence at some point in their lifetime, with 36 %
(n=363) reporting physical relationship violence victimization and 10% (n=98) sexual
relationship violence victimization. Of all respondents, 6 % (n=81) reported one or
more occurrences of experiencing child sexual abuse in their lifetime.
Help-Seeking Behaviors
Of youth who had experienced relationship violence (physical and/or sexual) and
answered the help-seeking questions, 61% (n=78) told someone about that violence by
the time of the survey. According to bivariate logistic regression models predicting the
help-seeking variables, among those who experienced relationship violence in their
lifetime, male victims were significantly less likely than female victims to seek help (odds
ratio (OR)=0.27, 95 % confidence interval (CI) 0.13–0.60). However, there were no
significant differences in help-seeking behavior by ethnicity or nativity for adolescents
who had experienced relationship violence.
Gender and nativity were not associated with the type of people ever disclosed to for
relationship violence. Relationship violence victims who had disclosed were more likely
to choose their friends for informal support. Of those that disclosed their experiences of
relationship violence victimization, a small percentage (12 %, n=9) had only told an
adult about the violence, nearly half (46 %, n=36) had only ever told a friend but no
adult, and 42 % (n=33) had told both an adult and a friend. Additionally, the first
person initially disclosed to was a friend for 72 % of relationship violence victims.20
Turning to the bivariate logistic regression results in Table 2, Latinos were found to be
significantly less likely to ever disclose only to friends, as compared to ever disclosing to
at least one adult. Table 3 highlights that Latinos had significantly lower odds than non-
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Latinos of telling a friend first (as opposed to an adult) about their relationship violence
victimization.
Help-Giving Behaviors
Over a fifth (22 %) of the students reported that they had a friend currently in a
violent relationship (n=272). Of these students, 69 % identified as female, 66 %
identified as Latino, and 81 % were born in the USA.
TABLE 1 Demographic characteristics of sample (n=1,312)
Variable n (%)
Age
14 or younger 239 (18)
15 to 16 628 (48)














Born in the USA 1,001 (77)
Born in another country 304 (23)
TABLE 2 Bivariate logistic regression analysis of help-seeker characteristics predicting help-
seeking behaviors among respondents who reported ever disclosing relationship violence (n=78)
Predictor
Disclosed to adults(s)a Only disclosed to friend(s)
n=42 n=36
n (%) n (%) OR 95 % CI
Gender
Male 8 (19) 10 (28) 1.67 0.54, 5.15
Female 34 (81) 26 (72)
Ethnicity
Latino 35 (83) 21 (58) 0.28* 0.10, 0.81
Other 7 (17) 15 (42)
Nativity
Foreign Born 32 (76) 29 (81) 0.68 0.21, 2.16
US Born 10 (24) 7 (19)
OR odds ratio
*pG0.05
aIncludes respondents who ever disclosed to only adults or ever disclosed to friends and adults
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Adolescents responded to their friends’ situation in a variety of ways (Table 4). Some
of the more common approaches included talking with the friend about the violence
(79 %), giving advice (82 %), telling the friend to leave the partner (80 %), talking
directly to the friend’s partner about the violence (52 %), telling the friend to talk to an
adult about the violence (50%), and talking to an adult about the friend’s experience of
violence (47 %). Among the least commonly employed tactics were calling a hotline on
behalf of the friend (14 %) and advising the friend to call a hotline (19 %).
Figure 1 illustrates the relationship between the types of help given by adolescents to
their friends. From this diagram, we can see that very few adolescents gave only one
form of help to their friends who were in a violent relationship, with the majority of
adolescents (64%) providing all three types of help—talking to their friends, suggesting
options to their friends, and taking action on behalf of or with their friends.
As can been seen in the bivariate logistic regressions (Table 5), help-givers’ histories of
TABLE 3 Bivariate logistic regression analysis of help-seeker characteristics predicting who
was disclosed to first (n=78)
Predictors
Y: initial disclosure outlet
Disclosed to adult first
(reference group; n=22)
Disclosed to friend first
(n=56)
n (%) n (%) OR 95 % CI
Gender
Male 5 (23) 13 (23) 1.02 0.32, 3.32
Female 17 (77) 43 (77)
Ethnicity
Latino 20 (91) 36 (64) 0.18** 0.04, 0.850
Other 2 (.09) 20 (36)
Nativity
Foreign born 16 (73) 45 (80) 0.65 0.21, 2.05
US born 6 (27) 11 (20)
Each bivariate analysis included one predictor and the dependent variable, although all predictors are
presented here for ease of comparison
OR odds ratio
**pG0.01
TABLE 4 Frequencies of help-giving behaviors
Type of help given n (%)
Talked with friend 209 (79.2)
Offered suggestions 242 (91.3)
Gave friend advice 216 (81.5)
Told friend to call hotline 49 (18.6)
Told friend to talk to adult 134 (50.4)
Told friend to leave partner 209 (80.1)
Took action 201 (76.0)
Talked with friend’s partner directly 137 (51.9)
Called a hotline 36 (13.5)
Talked to an adult about friend 124 (46.6)
Went with friend to get services 83 (31.4)
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relationship violence victimization and child sexual abuse victimization were not
significantly associated with any type of help-giving behavior. However, we did find





























FIGURE 1. Venn diagram of types of help given to friends experiencing relationship violence.
Subsample analyzed includes respondents who provided help to a peer for IPV victimization and who
had complete data on all three help-giving scales (n=265)
TABLE 5 Analysis of which help-giver characteristics predicted help-giving behaviors:
bivariate logistic regressions
Predictors
Y1: talk with friend Y2: suggest options Y3: take action
OR 95 % CI OR 95 % CI OR 95 % CI
Gender
Male 0.37** 0.20, 0.69 0.24* 0.09, 0.58 0.38** 0.21, 0.69
Ethnicity
Latino 0.91 0.48, 1.70 1.56 0.65, 3.71 2.22* 1.25, 3.95
Nativity
Foreign born 0.38* 0.19, 0.74 0.32* 0.13, 0.79 1.20 0.57, 2.50
History of relationship
violence
1.04 0.54, 2.00 0.56 0.20, 1.57 1.04 0.56, 1.93
History of child sexual abuse 0.59 0.24, 1.44 –a 0.75 0.31, 1.81
Each bivariate analysis included one predictor and the dependent variable, although all predictors are
presented here for ease of comparison
OR odds ratio
*pG0.05; **pG0.01
aSub-sample size too small to draw statistical conclusions
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significant difference in help-giving behaviors by ethnicity was that Latinos were more
likely than non-Latinos to take action. Foreign-born adolescents had significantly lower
odds than US-born young people of talking to their friends about the violence as well as
suggesting options for their friends, while there was no significant difference between
the two groups with regards to taking action to help their friends.
Table 6 displays the adjusted odds of help-giving to friends experiencing relationship
violence. We found that after controlling for ethnicity and nativity, males were
significantly less likely to give all forms of help to their friends. Foreign-born adolescents
were significantly less likely to talk to their friends and suggest options to their friends,
but there was no significant difference regarding taking action on behalf of, or together
with, friends experiencing relationship violence. After adjusting for gender and nativity,
Latinos were nearly twice as likely as non-Latinos (OR (95%CI)=1.91 (1.06, 3.46)) to
take action to help to their friends, but no significant differences were found between
these two groups regarding the other help-giving behaviors.
DISCUSSION
Adolescents are in a unique position to provide support to peers involved in
relationship violence. Over a fifth of all respondents reported currently having a
friend in a violent relationship. Moreover, our research shows that the majority of
relationship violence victims (72 %) who disclose their experiences with relationship
violence disclose to their friends first, with approximately nine in ten victims ever
disclosing to peers by the time of the survey.
One promising finding from our research is that adolescent help-givers of their peers
who were victims of relationship violence readily provide all three forms of assistance
that were asked about in the survey, including taking action (accounting for 76 % of
respondents who knew a relationship violence victim), talking with their friend about
the violence (79 %), and, most commonly, offering suggestions (91 %). Two thirds of
help-givers gave all three types of support. At the same time, the specific tactics taken
within these three help-giving strategies leaned toward helping the victim escape the
abuser without the assistance of professionals who may be particularly valuable in
maintaining the safety of escaping victims. Among the more commonly given
suggestions, 80 % of adolescents told their friend to leave the abuser. While revealing
TABLE 6 Analysis of which help-giver characteristics predicted help-giving behaviors: multiple
variable logistic regressions
Predictors
Y1: talk with friend Y2: suggest options Y3: take action
OR 95 % CI OR 95 % CI OR 95 % CI
Gender
Male 0.38* 0.20, 0.71 0.25* 0.10, 0.63 0.41* 0.23, 0.75
Ethnicity
Latino 0.79 0.40, 1.53 1.30 0.52, 3.23 1.91* 1.06, 3.46
Nativity
Foreign born 0.39* 0.19, 0.78 0.32* 0.13, 0.81 1.26 0.59, 2.69




empathy by the peer supporter and having the potential for positive outcomes, without
accompanying expert-provided advice and assistance, an escaping victimmay be at risk
of retribution by the abuser.34 Likewise, the most common action taken (for 52 % of
help-givers) was talking directly with the friend’s abuser, which similarly has the
potential to pose safety risks to the victim and the help-giver.34 By comparison, only
19 % recommended that the victims reach out to professional help through a hotline,
and only 14 % of help-givers called a hotline on behalf of their friend. While hotline
expertise was not typically sought out, the assistance of adults often was, with 50 %
suggesting to the victim that he or she should talk to an adult and 47 % talking to an
adult on behalf of the victim. Ultimately, the finding that adolescents are highly likely to
respond to the needs of their victimized peers suggests that programs designed to better
support and educate adolescents about help-giving may have positive and far-reaching
implications for adolescent victims of relationship violence.
As for difference between demographic groups, ethnicity was predictive of whom
adolescents disclosed to, whereas gender and nativity were not. Latinos were
significantly less likely than non-Latinos to ever disclose only to friends, as compared
to disclosing to at least one adult. In line with the empirical literature and theories of
masculinities performance, males were less likely to ever seek help.22 There was no
association between foreign birth and help seeking, though Latino adolescent victims
were more likely than non-Latinos to seek help, suggesting that minority status may
increase the likelihood to reach for help regardless of gender. Regarding who gave each
form of help, in line with the literature,maleswere significantly less likely than females to
give all forms of help to their friends according to multiple variable regression analyses.
One unexpected finding is that Latinos were significantly more likely to take action to
help their friends than non-Latinos. After controlling for ethnicity and gender, data
showed that foreign-born adolescents (of which 80%were Latino) were less likely than
US-born young people to both talk to and suggest options to their friends, while there
was no difference between the two for taking action with or on behalf of their friend in a
violent relationship. Further exploration is needed regarding Latino and foreign-born
adolescents’ help-giving to friends experiencing relationship violence. Specifically, future
research could inquire as to whether forms of help-giving are encouraged in part by
family and peer socialization and by overall cultural value systems.
This is the first paper to ask adolescent help-givers to self-report the help they
provide, the first to provide information on which forms of help are most often given
as well as who is most likely to give it, and among the first to assess how ethnicity
and nativity affect help-seeking. Beyond the need for replication—including in
adolescent samples with different ethnic compositions—a logical next step for
research is to document which forms of help are perceived by the victim to be most
helpful and are associated with the most positive outcomes. Research suggests that
informal help-giving may not always have positive outcomes,35–37 and determining
which approaches are most successful would be instrumental in beginning to craft
adolescent programs that educate adolescents about help-giving strategies. One
limitation of the present study is that the help-giving questions are of self-reported
behaviors, and it was not possible to cross-validate or match responses with those of
the victims on help received. By recruiting both victims of relationship violence and
the peers that helped them, the degree of agreement between them on the nature of
the help provided can be assessed, and it could be determined whether research on
help-giving is most accurately done with samples comprised of victims, help-givers,
or both. Although our data do not allow such analyses, future research would also
do well to explore the impact of involvement with “reciprocal” relationship violence
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on adolescent help-seeking and help-giving behaviors. Lastly, the help giving
questions offered a limited number of categories for the types of help offered or
accepted. Qualitative research might assist in a more finely grained understanding of
how adolescents define their own approaches.
Although policy implications may be premature, clearly adolescents often rely on
each other for support in facing relationship violence, so it is important that adolescents
receive training and education on how to best help their friends, including when and
how to make referrals to more formal services. Programs already exist that could
provide a model framework for peer program development, including bystander
intervention programs such as Mentors in Violence Prevention,38 relationship violence
interventions such as the Safe Dates evaluated school-based curriculum which includes
help-giving training for adolescents,39 and peer crisis intervention models such as the
Rape Crisis Advocate model from the sexual violence field40 and System Navigators
from theHIV field.41 These four programs train volunteers (often peers andmembers of
the community) in crisis response skills such as active listening as well as how to
navigate formal systems to provide support to the person in crisis.
Adolescents are often the first and last resources in supporting adolescent
relationship violence victims—and it is for this particular reason that researchers
and policymakers alike should further our understanding of and response to this
valuable role played by adolescent peers of victims.
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It was a Saturday morning. I opened the bedroom door 
and he was standing there. In his right hand was a 
knife and in his left hand two black ropes. My memory 
of the rape is like I was a spectator. I remember think-
ing, ‘Watch everything.’ He’s going to jail but I need 
evidence. I was lucky that the detective who showed 
up at the hospital was compassionate and asked ap-
propriate questions. But I had a horrible rape exam. 
The doctor didn’t even say hello. He walked over to the 
rape kit and started reading directions. I had been an 
ER nurse long enough to know that if you don’t collect 
evidence the right way, it might not be used in court. I 
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“I felt in control again, I felt like I was doing 
everything I could.”  
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Against Women: Identifying Risk Factors 
“ Many people [interviewed me], none took  
me seriously; really a nightmare I will  
never forget, worse than the actual  




“ The environment [hospital] was not at  
all comforting. Again, I would suggest that 
they have trained, sensitive advocates  
readily available.”  
Protocol for the Acute Care of the 
Adult Patient Reporting Sexual Assault
How SAFE is 
NYC? Sexual Assault Services in Emergency Depart-
ments)
New York 
State Protocol for the Acute Care of the Adult Patient 
Reporting a Sexual Assault
   “All I can remember is laying on the floor balled 
up in a knot, extremely traumatized, very ter-
rified, cold, shaking, I felt wet, dirty, disgusted, 
shamed…not able to move…balled myself up in 
the fetal position, thought I was dying.”  
—
  “I was just trying to protect my children and my-
self first. I did not think of it right away.”
  “I was afraid and did not know what to do.”  
—
  “The person was a work supervisor threatening 
the livelihoods of others, is violent and has a his-
tory of retaliating against people.”  
—
   “I felt that I brought it on myself, who would 
believe what had happened, it would have been 
consensual at first but then things just went all 
wrong.”
  “Went to the doctor 2 to 3 months after the inci-
dent. Did not want to be embarrassed in front of 
others. I didn’t have any evidence, I felt I washed it 
away. I felt very dirty, then, the time of the month 
came 2 days later. I felt who would want to ex-
amine me like this. I had finally got coverage but 
had a pediatric Dr., got this straightened out then 
didn’t know what Dr. that accepted my coverage 
would see me. It was the worst time of my life. Not 
having a Dr. when most needed.”
  “I don’t have health insurance and I was drunk 
when the incident occurred and I thought it was 
my fault.”
   “What happened to me did not require medical 
attention.”
   “My sexual assault didn’t involve intercourse, but 
oral sex. I didn’t feel like I had to go to the hospital 
afterwards.”
  “There wasn’t full penetration.”
or 
National Protocol for Sexual Assault Medi-
cal Forensic Examinations 
  “Hospitals need to acknowledge that people who 
were raped before rape advocates evolved, were 
considered the instigators and this is something 
we will always live with…even though we know 
now, it isn’t true, it affected our relationships 
with family and friends and how we’ve developed 
socially…”
<
“No one bothered to speak to me. I was there with 
my 12 year old sister and her 14 year old friend. 
Not ONE person spoke to us. We had to wait for 
family to get there. I was also an employee of one 
of the doctors there. There was ZERO counseling. 
We were put in a room and couldn’t even get a 
nurse to stay with us.”
“Feeling more secure after getting the 
tests/medication I needed.”  
“The victim advocate who arrived while 
I was there and receiving medication to 
prevent any disease.”  
“I felt in control again, I felt like I was 
doing everything I could.”  
“Immediate rape kit and drug test were 
performed. Female officer supportive 
and with me [the] whole time. Special 
Victim’s Unit agent came. Rape advocate 
supportive and necessary. Phone calls  
to family.” 
“I was checked for diseases, also 
somebody listened, but only about ‘that 
rape’” 
“I knew that I was doing everything to 
prevent/treat STDs and HIV.”  
“The staff realized the importance of 
listening and working with the patient 
for their well-being, and refused to 
disclose my personal information to my 
mother…”
“I was taken by the paramedics  
that the police patrol that came to 
apartment called.” 
“It eased my worries about STDs and HIV.” 
“My injuries were noted and attended 
to. In addition, my medical examination 
provided the essential evidence.”  
“Learning I was okay physically.”  
“Precautionary measures were taken 
against STDs and pregnancy.”  
“The validation.” 
“The victim’s advocate and a small sense 
of empowerment.” 
“They gave me STD shots and  
believed me.” 
“I was able to do rape evidence kit  
with enough evidence to have a more 
definite conviction.” 
“Counseling, feeling safe.”  
“I was behaving badly; I was somewhat hostile and 
often tearful.”
“The doctor suggested I should date and forgive my 
boss for raping me because he was wealthy and 
‘gentle.’ This made me feel embarrassed about being 
angry for being physically forced to have unwanted 
intercourse with him.”
“They were not experienced with date rape victims 
and [there was] very little communication between the 
internist, attending and ob/gyn.”
“was brought to the PEDIATRICS ER—TOTALLY  
OUT OF LINE!!!”
 “ Once we have labeled a woman as suffering from 
a major mental illness, whether that label is an 
accurate assessment or not, we view her reports 
of sexual and physical abuse through the colored 
lens of her diagnosis…The stigma of her diag-
nosis is often sufficient to call her account into 
question.” (Harris & Landis, 1997)
 “ The doctor walked in the ER just looked at the 
notes and looked at the meds I take- I have a 
mental illness and he looks at me and ask me 
how do I know I was raped? And from there on 
it felt like it was going to happen again so my 
agenda switched and it was just to get out of 
there as quickly as possible.”
 “ That I went to seek treatment- I was scared 
anyway…I called my mentor and I told her. She 
demanded me to go to the hospital and to make 
sure I did she had spoke to my mom and had 
my mom take me- but the experience there 
reinforced my fears-and now simple things that I 
would have went for I can’t anymore.”
 “ That people who are survivors of sexual as-
sault wouldn’t be ‘punished’, as I have, by go-
ing to a mental hospital after their attack(s).”
“I felt like I wasn’t believed, I wasn’t informed 
about what was necessary medically vs.  
legally.” 
“Having to expose myself in an uncomfortable 
way again so soon after the attack. Having to 
answer questions…the mental energy it took 
to think logically at that point.”  
“The confusion. First, I saw the internist who 
was going to perform the kit. However, she 
did not know what to do. When she came 
back in she told me that in order to perform 
the kit, the police would have to be involved. 
An hour later the social worker showed up 
and clarified the situation because I did not 
want police involvement. Then the attending 
came in and told me he could not answer my 
questions, but that the ob/gyn would be in 
to perform the kit. Several hours later the 
ob/gyn came in with a female doctor and an-
other doctor who observed. They were kind 
and respectful, but without the attending 
ob/gyn, they would have not known what to 
do. I walked in at 8pm and walked out of the 
hospital at 4am the following morning. The 
hospital was very quiet that night.”  
“The doctor and nurse in the emergency room, 
in my opinion, weren’t emotionally support-
ive of me.” 
“The expense, the time wasted, the further 
insult to my body, my spirit, my mind, and 
the emotional aftermath of being treated so 
cruelly by everyone I came into contact with. 
Many of the people working at the hospital 
would not look me in the eye and they would 
not answer my questions. And when I cried, 
it terrified them. They did not know what 
to do with a person who had tears flowing 
down her cheeks. They panicked and looked 
for ways to isolate me and deprive me of 
my freedom (such as being able to leave the 
hospital).” 
“I was very weary and needed to clearly 
recount details many times.”  
“The long waits, the educational video 
about HIV playing over and over in the 
lobby as I waited to be tested for HIV, the 
lack of comfort or understanding of the 
doctors and counselors, feeling like I was 
a number, being made to feel guilty for my 
sexual choices and for the assault by the 
counselors.” 
“Having to explain everything so many times.” 
“They charged me a lot of money after 
promising I wouldn’t have to pay for the visit. 
They couldn’t figure out how to work the 
camera to take photographs so I was stuck 
sitting naked on the exam table for an hour. 
They were training someone on how to do the 
exam. It didn’t seem like anyone knew what 
they were doing.” 
“It is embarrassing and a little scary, I just 
wanted to start forgetting.”  
“Was not offered emergency contraception, 
did not offer info about HIV prevention, 
did not talk to me much, was not sensitive 
to my situation, made follow-up appt. too 
far from treatment. Told me morning 
after pill would not be offered to me by 
them. Told me they wouldn’t give me HIV 
prevention cocktail, to follow-up with 
primary care health provider if I was 
interested.” 
  “ Have counselors and advocates readily available 
(let people know that the services are available 
so they don’t have to ask) that are trained to be 
sensitive and not to blame the survivor, to be 
with the person throughout the whole process 
if they are asked to be. The examinations felt 
very violating…one doctor was talking to a nurse 
freely while he gave me a pap smear and didn’t 
tell me what he was going to do and did it all very 
fast. The environment was not at all comforting. 
Again, I would suggest that they have trained, 
sensitive advocates readily available.”
  “ Counseling follow-up.”
  “ Have rape counselors available 24/7…There must 
be some sort of counseling for victims as well as 
a comfortable place to sit or lay down, not a cold 
dismal examining room.”
  “ Emergency contraception should be offered and 
available on site. Pictures should be taken. HIV 
prevention cocktail should be available, explained 
and prescribed. Follow-up appt. should be made 
within 72 hours. If none of the above mentioned is 
possible, immediate referrals/transfers to other 
facility should be arranged.”
  “ …A GHP sic  and Rhophynol sic  test should 
have been performed. I had to call the nurse the 
following day to see if I was tested. It was not the 
attending’s choice to decide if that should have 
been performed…”
  “ When a girl comes in with broken ribs and says 
the injury happened while she was on a blind 
date, and then she starts sobbing, you might 
take her aside and ask her if she was sexually 
assaulted. I went to three different hospitals and 
not one person asked me that…”
  “ They should have a section especially for victims 
of violence and sexual abuse on their intake 
forms, and hire skilled doctors and counselors in 
this area.”
not
  “ I would have female doctors available to do the 
physical exams, and I would be sure the staff 
made the victim feel believed.”
  “More comfortable attending doctors and more 
privacy.”
 “ Nurses and doctors should be more careful and 
sensitive to the patient’s needs, including how 
they talk to the patient (tone of voice)…”
 “ The doctor should be more patient and explain 
what she’s doing and not make it seem like I am 
stupid for reporting a rape when there wasn’t ex-
cessive physical damage.”
 “ Someone, somewhere needs to make sure that 
women who say they were crime victims on city/
state/federal jobs get real help and investigations 
and care.”
  “ Decrease the wait time. My whole visit took 4 and 
a half hours. Which was torture…not being able 
to bathe, lying around half naked for hours alone 
just waiting and thinking.”
  “ The nurse and doctor were very busy and seemed 
very overworked. The nurse was somewhat short 
with me and the doctor had to keep going back 
and forth between patients. I would hire more 
doctors or nurses to handle these cases.”




 “ Lack of wheelchair accessibility.”
 “ I am looking for a counselor, which seems to be 
difficult to find.”
 “ All I can remember is that I was so disgusted and 
humiliated after the way I was treated by NYPD I 
did not have the will or the strength to go on any 
further.”
 “ Afraid to even leave the house.”
 “ For more than 10 years threats [from perpetrator] 
including jail threats and thugs hired to threaten 
me.”
 “ I had a counselor already, not rape crisis.”
 “ I just felt that she didn’t care. I was [a teen]…I 
don’t think she had the knowledge or experience 
to deal with that.”
 “ lack of cultural competencies around alternative 
sexualities…”
 “It was primarily for women”
“All of the support, sympathy, careful 
talking, kindness from all the staff…My 
counselor’s availability to me…overall 
relationship with my counselor and the 
office manager/secretary.” 
“I feel like I’m taking steps to heal.”  
“Being told what to do to receive 
treatment and assistance. [My program] 
was very helpful, supportive, and I really 
appreciate everything they did for me.” 
“I felt heard and understood when I really 
needed help.” 
“Designing a program or structure with 
my counselor as a guide. Not only talking 
about the incident but also talking about 
me and my life to apply strength and 
confidence to areas that were weakened 
by the event and led up to the event. [My 
counselor] is the best! She is really good 
at what she does.” 
“They understand your history and are 
sensitive to your needs.”  
“Having someone to talk to and to help 
me through the process of working with 
the police, detectives and receiving 
compensation/coverage as I was 
uninsured at the time.” 
“My feelings and experiences were 
validated and I was comforted and 
reassured.” 
“I received the help I needed and the 
counseling sessions went deeper than 
the sexual assault. It helped me to see it 
wasn’t my fault and that I am worthy of 
unconditional love.” 
“It was a safe space. Nothing I said, did 
or felt would shock them. My counselor 
knew about what I was feeling and what 
I would feel as time passed from the 
experience.” 
“Group counseling.” 
“How supportive and cared for I felt. This 
was the first time I felt like I could trust 
telling someone about my experiences 
and I also felt like I was really being 
helped.” 
“To let my feelings out and being able to 
vent and cry without being embarrassed 
or uncomfortable.” 
“The people really cared about my mental 
state and how I was feeling. They were 
also passionate about trying to change 
university policy. Although the rape crisis 
center was helpful, the office on campus 
(where sexual assault is reported and 
tried) was not.” 
 “ The [Rape Crisis Program] did a great job. I found 
at the other programs that people were not able 
to deal with the particulars of the abuse, and  
my sexual orientation and gender identity.”
Rape, sexual assault, and related terms have the 
power to label some acts negatively, while ignoring 
and, by implication, condoning other acts. How these 
terms are defined affects how people label, experi-
ence, evaluate, and assimilate their own sexually 
coercive incidents. In addition, the definition of these 
terms convey numerous assumptions about power 
and coercion, sexuality, and gender
ordinary 
 “ Treat men who are raped the same way women 
are treated…it WAS rape even if I was not pene-
trated in the vagina…special sensitivity is needed 
to LGBT issues (hate crimes) and someone to 
talk to you and comfort you.”  
—
I’m a sex researcher, and SM activist and a 
bisexual woman, and he was a bisexual man. We 
are both black. The DA’s office doesn’t give a shit 
about black women, particularly black women 
who won’t be victims..”
 
“Dealing with the reality of the crime.” 
“I felt judged.” 
“Having to face what happened to me.” 
“I didn’t have an advocate to help me get 
through this pain of how to talk to the 
police or detective about the rape.”  
—35-year-old female
“It was primarily for women.”  
“It’s difficult to disclose information to 
strangers about something so personal 
and traumatic.” 
—25-year-old female
“The fact that it was short-term.”  
“Lack of understanding, lack of culturally 
competent services.”  
“They never followed up.”  
 “It is only short term…a year at the most. 
If you want to continue therapy you have 
to find a new counselor.”  
“Naturally it was difficult to talk about.” 
“Getting there…I’d procrastinate and put 
off appointments.” 
“The limits people put on assistance 
due to lack of paperwork, i.e. police 
reports, hospital reports, RO’s, etc. 
When my life would be threatened and 
possibly terminated if these reports were 
obtained against my attackers.”  
“She didn’t care. No one seemed to. It  
was as though it was a joke to people.” 
“Probably that I had to pay a fee…”  
“They did not seem to have much 
information. I emailed [a women’s 
organization] and they never responded, 
so I gave up on organizations.”  
“Rehashing all the terrible details/
memories.” 
Too hurried, too rushed, my problem and/
or situation was too enormous or better 
yet too profound for her to handle. I was 
treated with an impatient, disinterested 
attitude” 

“The officer was helpful and took me 
seriously.” 

 Satisfaction with 
Police—What Matters?, 
 “ I’m hesitant to file a report, because I’m afraid 
to be asked questions that make me uncomfort-
able. I have selective memory of the night of my 
assault and am missing essential minutes, where 
I don’t know what happened. I’m afraid the police 
won’t believe me. The person who assaulted me 
lives in my neighborhood, and knows where I live; 
and I see him on the street every now and then. 
I’m afraid to have to face a confrontation with 
him, if I file a report.”
the domestic violence, fear of prejudice against 
LGBT folks, fear that they would remove children, 
just wanting to get out of the abusive situation.”
..because I just wanted to get a medical examina-
tion and also because I was afraid I would be 
treated as an instigator...”
 “ I did call the police the night I was attacked. 
However, when the police arrived at my apart-
ment that very same night, one of the officers 
promised that my underwear I was wearing at 
the time of my assault would be picked up the 
next day by another officer at my neighborhood 
precinct. The officer, however, failed to show up 
for some reason or other, so I didn’t bother to go 
to that police precinct.”
 “ My attacker was a police officer.”
 “ I didn’t want to arrest my best friend.”
 “ I did not want to get embroiled in anything legal. 
I did not feel the assault was dire enough to re-
port, I suppose.”
 “ I was confused about my assault. I had been 
drinking. However, now I know I was slipped  
a date rape drug.”
 “ In the beginning I was catatonic, frozen in shock, 
hurting, cold, severely traumatized and in ex-
treme pain, and since there was such a violent 
counter-attack I was very much afraid as well.”
 “ Didn’t know it was my right.”
 “ Wheelchair access and nobody taking me  
seriously.”
 
“They were the best. I will always remem-
ber [the two detectives]. They worked 
their butts off on this case. They truly 
cared. And I will thank them EVERYDAY 
for that.” (emphasis original)
 “Addressed crime quickly…rapist im-
mediately arrested, DA contacted im-
mediately, she called me that weekend. 
Uniform female officer [was] extremely 
supportive and non-judgmental.” 
“Being free to speak my mind about what 
had happened to me.” 
“They believed me and were basically nice 
to me.” 
“Feeling safe.” 
“It helped me to gain a sense of control 
and safety. And 8.5 years later, as a result 
of a DNA match that wouldn’t have been 
collected if I had not gone to the hospital/
police, we just put him away!”  
“They told me exactly what I could do.”  
“..A detective went the extra mile to make 
me comfortable. He is the best! They re-
ally responded to catch him after I spot-
ted him 3 weeks later. They did instruct 
me at the time of the incident to keep 
my eyes out for him, and I listened and 
caught him 3 weeks later.”  
“The officer was helpful and took me  
seriously.” 
“The police were very helpful to me. They 
also drove me home from the station and 
picked me up the next morning to go to 
get a restraining order against the man 
who assaulted me. I also ran into the ar-
resting officer later in the subway when 
he was in plainclothes. It made me feel 
good to see him.” 
“They arrested the guy.”  
“They drove me home from the scene.  
I felt safe and I felt like maybe they could 
prevent a similar incident from taking 
place with another person.”  
“They called the ambulance to take me to 
the hospital.” 
“They really worked hard to try and find 
the perpetrator. I felt safer when they  
arrested him.”
“They were kind when taking my  
statement.” 




 “ We are primed and ready to recognize male  
perpetrators but turn a blind eye to male vic-
tims.” 
 “It was primarily for women.”
 “ It was not expected that a man would seek coun-
seling for rape.”
 “ privacy, information, referral…AND IT WAS 
RAPE EVEN THOUGH I AM A MAN.”  
 “ Treat men who are raped the same way women 
are treated…it WAS rape even if it was not 
penetrated in a vagina.”
“I had to answer questions that I was not 
comfortable with.” 
“It was very uncomfortable. When I called 
911 I spoke with a woman, who was not 
very nice. When I went to the station, I 
had to speak with a man.”  
“I was not believed. No attempt to help 
me really came. No information on my 
case. Detective did not keep me informed 
on what’s going on. I felt like I had been 
victimized all over again.”  
“Telling the story of what happened. It  
was intimidating.” 
“…the treatment I received from NYPD 
was reprehensible; I was verbally abused 
and highly disrespected to the point of 
severe insult and humiliation.”  
“fear of rejection.” 
“I was lied to about the action not being 
taken against the rapist. They promised 
to make an appointment for me with a DA 
and failed to do so.” 
 
“The abuser is a police officer that was 
defended by the department.”  
“They took like 20 minutes and I felt 
unsafe, they didn’t want to drive me 
home…”  
“crime victims on city jobs need protec-
tion and rights about making police com-
plaints..someone outside city jurisdiction 
who does not work for DC37 needs to be 
monitoring and protecting us.”  
“…the sense that you were being a  
nuisance when calling for information on 
the investigation. Having to discuss very 
personal details with strange men.”  
“Their inability by choice to take me to the 
emergency room that night because the 
rape was incomplete.” 
“They called it sodomy at the hospital in 
a public place and in a loud voice without 
sensitivity.”
“They made me feel like I put myself in 
the position to be assaulted, they were 
somewhat condescending.”  
“…no female detective; it would have been 
easier to speak to a gay or lesbian officer. 
That said, this experience made me think 
much more highly of the police than I had 
before.” 
“…They made promises they did not keep 
regarding evidence, gave me the run-
around, did not return calls, [and] would 
not communicate with the DA. I felt like 
my case [was] unimportant compared  
to others.” 
“ Detectives need to be better trained to handle 
emotion.”
 “ They need to have officers, especially the men, 
trained in sensitivity…for victims of sexual abuse 
and violence, and ask that upon interviewing 
people they present this as their first form of 
communication.”
 “ The police should be better educated, and they 
should be required to take classes in ethics and 
psychology.”
“ That they should listen to survivors’ requests for 
help of their choosing and accede to it.”
 “ They could have …offered me the location of  
a support group or number…”
 “ …calling it rape and not treating it as just busi-
nesslike.”
 “ They could have seemed more concerned…and 
treated this like a serious crime.”
 “ …make them nicer for Christ’s sake I was almost 
raped!!! And they acted like it was nothing. I know 
it happens everyday, but I’m still a human being.”
 “ They yelled out sodomy at the hospital in  
a routine way.”
 “ Remove perpetrator from room…”
 “ More female detectives would be nice.”
 “ First of all, I would not have male officers han-
dling female rape victims before [or] after, they 
have no respect or regard to the handling of 
these cases.”
 “ More female police officers to handle this 
situation…it’s difficult and embarrassing to 
discuss this with a male stranger.”  
—
“I wanted to press charges and did. Even 
though I felt it was a lost cause. I felt  
that I needed to do it for me and for the  
progression of this fight.”  

 “ I didn’t know anything about this. That I could  
talk to or contact the District Attorney’s office.”
 “ I don’t know how, and it’s too late to prosecute 
the rapist. All the physical evidence is gone.”
Not given the option.”
  “ Because the man who violated me was a total 
stranger whom I didn’t know by name (although I 
had a fairly good description of what he had worn 
as well as where the attack occurred the night 
the attack happened). Furthermore, because the 
assault was incomplete, I figured that the District 
Attorney couldn’t do much as I had encouraged 
the police to try to find the guy and when they 
couldn’t after about a month, I just gave up on  
the case.”
 “ Couldn’t find the perpetrator and not suggested.”
 “ I called the DA’s office in NYC to ask for advice. 
They told me I needed a docket number to speak 
with an assistant DA. I again asked if I could 
seek advice and they told me that I had to file 
charges.”
 “ I didn’t want to file charges against my best 
friend.”
 “ ...no report was taken. So no report [was sent to] 
the District Attorney.”
 “ I was given the phone number of a DA, and we 
left messages on each other’s cell phone, but 
never got to talk to each other in person.”
 “ Police said they’d set up an appointment for me, 
and then would not do so, I was given no contact 
information.”
 “ Defendant was deemed mentally incompetent  
to stand trial and reprimanded sic  to social 
services.”
“ The DA basically told me there was not enough 
evidence to prosecute and this made me feel like 
the perpetrator had won and nobody believed me 
and all my efforts to empower myself were in 
vain.”
 “ The DA kept trying to talk me out of it, saying that 
because there were no witnesses, and because 
of the defense attorney’s experience, they would 
make me look like a fool.”
 “ The first DA that I spoke with interrogated me as 
if I were a criminal and asked me why I did not 
fight back harder, why did I let this guy do this to 
me. SHE was very insensitive and rude, basically 
reduced me to tears, and kept leaving the office 
and interrupting our interview with phone calls 
and other appointments, even though she had 
made an appointment with me.”
“The chance to make this crime known.” 
“Prosecutor was serious, organized, 
detailed, determined, honest and pro-
fessional. I was compensated for my time 
and reimbursed for doctors/hospital  
bills. Pictures of bruises were taken.”  
“Justice.” 
“That even though they weren’t punished 
fairly and were treated like privileged 
white men, they were still held 
accountable and publicly plead to the 
charge.” 
“She [the ADA] knew what she was doing.” 
“They were just like the police—very 
helpful and caring. I will always be 
forever grateful to [my prosecutors]  
for all their hard work.” 
“My DA. She is incredible. So thorough and 
solid—she prepares you, calms you and 
works so hard.” 
“The first assistant DA I worked with was 
very responsive and informative.”  
“Honestly, I can’t think of anything positive 
that has come of it but for the fact that 
my attacker has had to deal with lawyers 
since the week he assaulted me, and 
that is a punishment I wouldn’t wish on 
anyone. Also, restraining orders have 
been issued and renewed, so that is 
good.” 
“My DA. [She] was awesome! She is  
a great lady, very professional.”  
“I wanted to press charges and did. Even 
though I felt it was a lost cause. I felt 
that I needed to do it for me and for the 
progression of this fight.”  
“ The A.D.A. told me she was too busy with more 
important cases.”
 “ She didn’t give a damn. She plea-bargained the 
case without notifying me that she was going to 
so, and she let a known stalker loose so he could 
become a counselor.”
“ Insensitive/stoic behavior all around.”
 ” People think I am a wheelchair with a person 
attached rather than a PERSON in a wheelchair.”
 “ Somehow law enforcement and hospitals think 
we have no reality as real people and that the 
last thing they want to do is deal with sexual is-
sues in someone who has mobility limits.”
 “ …Seems people go into a brain buzz when asked 
if they have ever dealt with disabled persons.”
 “ The system is broken for disabled persons” 
 “ Persons with physical disabilities are treated 
badly and not given any credibility. Even with 
materials brought nobody took it seriously. The 
only medical information I received and got was 
a bowel resectioning because of the beating I 
endured and the sexual issue was trivialized and 
not taken into account at all. I still have the DNA 
and nobody took it or took me seriously to this 
day. If the statute of limitations on rape is ever 
gotten rid of I have the DNA evidence to get this 
guy put in jail. But no report was ever taken and 
nothing was ever done to help.”
“the feeling that what I was doing was not 
going to make a difference and that no 
one believed me. I felt like just a number.  
I would not recommend to any victim that 
they go through the justice system.” 
“Embarrassment of telling my case to 
grand jury, but [my prosecutor] made me 
comfortable! She rocks!”  
“It lasted forever. I had to keep reliving the 
situation over and over. The defendants 
went to the same college as I did and it 
was really hard to go through the process 
and have to see them all the time.”  
“Hard to get her when I needed questions 
[answered].” 
“When my case was transferred to 
another assistant DA, he did not follow up 
on the case and I had to call him to find 
out what the outcome was.”  
“Feeling like nobody believed me, feeling 
like I was responsible for the crime, 
feeling helpless and out of options.”  
“The apathy—insensitivity to victims…
which resulted in more mental pain/
anguish and hopelessness regarding help 
and safety.” 
“…She [the prosecutor] listed four 
charges that would be brought against 
the attacker. I asked several times that 
he be forced to attend therapy sessions. 
She said this was a definite possibility. 
She seems to be doing everything in 
her power NOT to go to trial, because it 
would be a waste of her time. She offers 
the criminal the same GREAT deal every 
month, and every month he turns it down. 
At what point will we go to trial? She does 
not tell me what is happening at any point.
She has told me that I cannot attend 
court proceedings because I would be 
in violation of the restraining order, and 
she has now informed me that her office 
does not deal out sentences of therapy 
because they are an office of punishment, 
not a “holistic” office. She said it’s either 
community service or jail. I told her I 
wanted him to go to jail then if that was 
the only option, and she thought that was 
very funny, laughed and said that “would 
not happen.” Now the charges they are 
offering him are not even close to what 
we started with, they’re not even sexual 
anymore. I mentioned that I wanted him 
to register as a sex offender, and she 
laughed and said that that would only 
happen when children are involved.” 
(emphasis original) 
“Re-telling the story…and being in the 
DA’s office was tedious and intimidating…” 
“ Get people who care about the rights of victims 
not defend their own people.”
 “ …I think that entire office could use some  
sensitivity training.”
 “ Better communication, especially if the person 
who you are dealing with is transferred off  
the case.”
 “ Just trying to reach her—she has a tight  
schedule.”
 “ I think I was really lucky and worked with an ADA 
who was amazing. She really cared and motivat-
ed me to keep going with the case. She has since 
been promoted and works in the US Supreme 
Court now. It would be more helpful if service 
information was provided to a victim, maybe in a 
packet or something. In my experience I was in a 
daze and it was difficult to process all the info.”
 “ Safe housing/shelter. Relocation assistance 
programs. Counseling services in public NYC 
schools. Publication in ads in popular news-
papers and websites about organizations in all 














A second threat to internal validity that was addressed 















“ When a girl comes in with broken ribs and 
says the injury happened while she was on a 
blind date, and then she starts sobbing,  
you might take her aside and ask her if  
she was sexually assaulted. I went to three  
different hospitals and not one person  
asked me that…”  
International 
Journal of Mental Health Nursing, 11
Child 
Maltreatment
For women from the disabled or 








Criminal Victimization 2004: 
National Crime Victimization Survey. 
Journal of Behavioral Health 
Services & Research, 32
Trauma, Violence & Abuse, 6




. Child Abuse & 
Neglect
Ameri-








abuse in the lives of women diagnosed with serious 
mental illness.
Journal of Adolescent Health
Journal of Com-
munity Psychology, 25
Journal of Traumatic 
Stress
Journal of Mental 
Health Administration, 21
. 
Journal of Counseling Psychology
Journal of 
Consulting and Clinical Psychology, 65
Archives of Sexual Behavior, 26
Journal 
of the American Medical Association, 267





Data Analysis: An Expanded Source Book
Child Abuse & Neglect
Journal of 
Consulting and Clinical Psychology, 66
Initiatives: Criminal Justice.
Trial Division-Legal Units
CompStat: Report covering the week of 03/05/2007 to 
03/11/2007; Historical perspective
Pro-
tocol for the acute care of the adult patient reporting 
sexual assault.
New 
York City Statistics: 2005.
SAFE Centers
Women’s Health Issues 11
The Recruit Training Section 
Student Guide. 




police – What matters?
Journal of Psy-
chiatric and Mental Health Nursing, 4
The secret trauma: Incest in 
the lives of girls and women
Journal of Mental Health, 5
Extent, nature, and 
consequences of intimate partner violence: Findings 
from the National Violence Against Women Survey.
Extent, nature, and 
consequences of rape victimization: Findings from 
the National Violence Against Women Survey
Vio-
lence against women: identifying risk factors.   
A 
national protocol for sexual assault medical forensic 
examinations, adults/adolescents.
Dissertation 
Abstracts International, 65 
World report 
on violence and health
Summary report: 
WHO multi-country study on women’s health and 
domestic violence against women
“ Treat men who are raped the same way 
women are treated…it WAS rape even  
if I was not penetrated in the vagina…special 
sensitivity is needed to LGBT issues  
(hate crimes) and someone to talk to you  
and comfort you.” 


New York City Alliance 
Against Sexual Assault
New York City Alliance 
Against Sexual Assault
New York City Alliance 
Against Sexual Assault
@
